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Furstenberg, A. C.: Osteomyelitis of the Skull: 
The Osteogenetic Processes in the Repair of 
Cranial Defects. Ann. Otol., Rhinol. & Laryngol., 
1931, xl, 996. 

The author calls attention to the frequent occur- 
rence of cranial osteomyelitis following operations 
on the nasal accessory sinuses. While the infection 
probably extends most commonly by continuity of 
tissue, in some cases it spreads between dura and 
bone, eroding the latter by pressure or infecting it 
through a thrombophlebitis of the intracranial 
diploic veins. 

In the treatment, radical removal of the full thick- 
ness of all diseased bone is necessary. In severe cases 
the operation should be performed in two or three 
stages. There need be no apprehension in the radical 
removal of large portions of the cranial vault as 
complete regeneration of the bone often occurs. 
Plastic procedures for the obliteration of cavities 
in the skull by the use of free transplants of bone 
are seldom indicated. Any tissue of a fibrous con- 
nective tissue type in the region of a cranial defect 
may participate in regeneration of the bone. 

Joun J. Matoney M.D. 


Potts, J. B.: Thrombosis of the Lateral Sinus. 
J. Am, M. Ass., 1932, xcviii, 379. 

In mastoid infection a sudden high temperature 
of from 103 to 105 degrees F. which drops as sud- 
denly to nearly normal with or without a chill 
and a coincident rapid leucocytosis and reduction 
in the hemoglobin indicate immediate radical ex- 
posure of the diseased appearing lateral sinus until 
normal sinus wall is uncovered at both ends. Regard- 
less of whether or not the sinus bleeds freely and 
Is patent, the distal and proximal ends should be 
blocked in the usual manner and the sinus groove 
gently and firmly packed with iodoform gauze so 
as to obliterate the lumen from plug to plug and 
thus leave the sinus empty. 
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This procedure should be carried out early, be- 
fore the usual signs of jugular thrombosis and 
metastatic infection develop. The author believes 
it tends to localize the infection and thus to reduce 
the mortality, render the course of the condition 
milder, and favor rapid convalescence. He advocates 
leaving the wound wide open and applying continu- 
ous moist dressings. 

In conclusion Potts reports his experience in sixty- 
three cases, in fifty-three of which the jugular vein 
was tied. Fifty-four of the patients recovered and 
nine died. In all of the fatal cases the jugular vein 
was tied. Harotp M. Britt, M.D. 


Rogers, L., Hall, T., and Shackelford, J. H.: Frac- 
tures and Incomplete Dislocations of the Man- 
dible or Maxilla. Radiology, 1932, xviii, 28. 


During 1928, 1929, and 1930, the authors treated 
1,170 cases of fracture of the jaws. 

They have found that many fractures of the jaw, 
especially fractures in the condyle region and frac- 
tures of the edentulous maxilla, are overlooked. 

In the authors’ clinic at the Receiving Hospital, 
Detroit, all patients with head injuries are subjected 
to an X-ray examination for jaw fracture. In many 
cases a postero-anterior roentgenogram is made to 
determine whether a fracture is present in the 
condyle region. Right-angle and left-angle roent- 
genograms of the jaws are always taken. If any 
doubt then remains, the roentgenologist orders a 
digital examination in the oral surgery department, 
regardless of whether the patient is in the hospital 
or in the out-patient department. 

The general management of fractures of the jaw 
includes: (1) diagnosis from the findings of roentgen, 
general physical, and oral examinations, (2) reduc- 
tion of the fracture or fractures and possible mani- 
pulation for fracture at the head at the condyle or 
where there is overlapping of the fragments; (3) 
fixation of the parts by splints (silver wire open 
reduction), interdental wiring, or Barton casts; (4) 
postoperative treatment; and (5) the use, in some 


cases, of exercising splints to restore the function 
of mastication and hasten the return of normal 
muscular tone, and, in a few cases, of orthodontic 
appliances to restore normal occlusion. 

The authors discuss the problems to be considered 
before reduction and emphasize the importance of 
proper occlusion. They state that some fractures 
may be reduced without anesthesia. When anzs- 
thesia is necessary, conduction anesthesia is to be 
preferred. The advantages of interdental wiring 
are summarized as follows: 

1. Normal or original occlusion, correctness of 
median line, and harmony of facial expression are 
obtained. 

2. Only a few instruments and 28-gauge wire are 
required. 

3. Interdental wiring requires less time than the 
making of splints. 

4. It is not annoying to the patient. 

5. It is the most accurate and dependable of all 
methods. 

The methods of interdental wiring are described 
in detail and the postoperative care is discussed. 

Fractures of the edentulous mandible are treated 
by circumferential wiring or open reduction (intra- 
oral) with wiring. 

In the cases of children, interdental wiring should 
be used whenever possible, but wires can seldom 
be attached to the deciduous teeth. When the child 
is not old enough to have teeth which can be used 
for interdental wiring, the fracture is reduced and 
held in position with a Barton bandage. A thin 
Barton bandage may be used for a pad and adhesive 
tape 1 or 1% in. wide applied over it. 

The authors discuss also the treatment of frac- 
tures with fibrous union, fractures due to gunshot 
injuries, and incomplete dislocations. 

CaRL R. Sretke, M.D. 


Wilensky, A. O.: Osteomyelitis of the Jaws in 
Nurslings and Infants. Av. Surg., 1932, xcv, 33. 


This article deals with the acute osteomyelitis of 
jaws which occurs most commonly in the first few 
weeks or months of life and is characterized by: 
(1) pathological manifestations of osteomyelitis 
which are referable to the mouth, nose, nasopharynx, 
and orbit; (2) clinical manifestations of a severe 
acute infection; (3) sequestration and loss of the 
entire jaw and of the teeth it carries; (4) subsequent 
deformity associated with this loss in the cases in 
which recovery results; and (5) a high mortality. 

Wilensky briefly reviews the literature. It is 
generally agreed that osteomyelitis of the jaw must 
be attributed to bacterial infection. With regard 
to the nature of the organisms causing the disease 
very little is known, but a coliform bacillus is a 
common finding. Possible sources of the infecting 
organisms are: (1) the vaginal canal of the mother, 
(2) the fingers of the accoucheur or the nurse, (3) 
the nipples and breasts of the mother, and (4) the 
fingers or apparatus used in cleansing the baby’s 
mouth after birth. 
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There is a difference of opinion as to whether the 
disease is a metastatic lesion similar to other forms 
of osteomyelitis or a primary infection of the jaw, 
but the majority of observers have believed it to 
be primary in the jaw. Among the latter, however, 
there is a difference of opinion as to where the in- 
fection begins—whether in the nasal cavity, un- 
erupted teeth, or the antrum of Highmore. The 
author believes that the condition is of the same 
type as the hematogenous form of osteomyelitis 
occurring in other bones. He attributes the localiza- 
tion in the jaws to various forms of minor or major 
injury received by the infant during birth or in 
its care after birth. The greater frequency of in- 
volvement of the upper jaw he attributes to the 
larger size and more rigid construction and attach- 
ment in the skull of this jaw as compared with the 
lower jaw, factors which predispose it to traumatism. 
The portal of entry may be the skin or any of the 
mucous membranes. 

A brief résumé of the pathogenesis and pathology 
of hematogenous osteomyelitis in general is given. 
This includes explanations as to how the thrombi 
and organisms in local infections get into the blood 
stream and lodge in bone tissue where they occlude 
the vascular channels. 

The author describes the blood supply and the 
anastomosis of vessels of the upper and lower jaws. 
The anatomy of the blood supply explains all of the 
clinical forms of osteomyelitis of the jaws in the 
cases under discussion. The various manifestations 
depend upon the location and extension of the 
thrombus. 

The disease usually occurs in healthy infants 
between two and ten weeks of age, but occasionally 
in those that are older. In some cases the prodromal 
symptoms are of a minor character, while in others 
the child is violently ill with a high temperature, 
vomiting, and convulsions. After the prodromal 
stage swelling appears. This may begin in the cheek 
or in the infra-orbital region, and is almost always 
accompanied by oedema of the lower eyelid. Ex- 
ophthalmos is sometimes produced by cedema of the 
orbit. In the majority of cases localization occurs 
below the inner canthus of the eye, an abscess forms 
at this site, and pus breaking through forms a 
fistula. Swelling of the alveolar process and of the 
hard palate occurs. This may appear even before 
the swelling beneath the orbit and is likewise fol- 
lowed by perforation, a discharge of pus, and 
fistula formation. Small sequestra and premature 
teeth are discharged through the alveolar sinuses. 
In nearly all cases a discharge of pus occurs through 
the nose sooner or later. In the final stage there 1s 
usually a single large abscess cavity containing all 
or the major portion of the necrotic upper jaw. 
In exceptional cases, because of the position of the 
thrombophlebitic lesion and an extraordinary 
amount of collateral circulation, the process seems 
limited to only one aspect of the bone. 

In a large number of the cases eye symptoms de- 
velop. They may be classified into those of the 
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eyelids, those of the conjunctiva, and those of the 
eye socket. Swelling and redness in the region of 
the lachrymal sac and a subsequent fistula are 
frequent signs, but may lead to an incorrect diag- 
nosis. ‘The conjunctivitis, like the swelling of the 
eyelids, is usually part of the oedema. Occasionally 
exophthalmos has been observed. 

In the differential diagnosis it is necessary to rule 
out ophthalmia neonatorum, erysipelas, dacro- 
cystitis, syphilis, and tuberculosis. 

The treatment recommended by the author 
includes careful cleansing of the mouth, conservative 
treatment of the nasal and orbital manifestations, 
and incision and drainage of areas of fluctuation from 
the interior of the mouth and through the nasal 
cavities if possible. Abscesses connected with the 
lower jaw should be treated according to ordinary 
surgical principles. C. G. SHEaron, M.D. 


EYE 


Gifford, S. R.: The Mild Form of Epithelial Dys- 
trophy of the Cornea. Arch. Ophth., 1932, vii, 18. 


The mild form of epithelial dystrophy of the 
cornea is characterized by the presence of cedema 
of the epithelium, numerous minute staining areas, 
reduced corneal sensitivity, and, as a rule, a low 
intra-ocular tension. 

It is not an uncommon condition and would un- 
doubtedly be recognized more frequently if every 
patient complaining of a burning and scratching 
sensation with a slight reduction of vision were 
examined with the slit lamp after staining with 
fluorescein. 

The use of ethyl-morphine hydrochloride or 
phenacain or both seems to exert a definitely favor- 
able effect on the condition. 

Gifford gives a rather detailed summary of the 
findings in twenty-three cases and describes the 
treatment used by himself and others. 

Lestte L. McCoy, M.D. 


Peter, L. C.: Dystrophy of the Corneal Endothe- 
lium: Its Recognition and Clinical Signifi- 
cance. Arch. Ophth., 1931, vi, 817. 


Dystrophy of the corneal endothelium is rather 
common. The author saw twenty-two cases in 
routine practice in a period of eighteen months. 
The condition is easily recognized with the slit 
lamp. It is permanent, bilateral, and progressive. 

The dystrophy begins in the center of the cornea 
and progresses toward the periphery. It is mani- 
fested early by fine glints of a golden hue on Desce- 
met’s membrane. Associated pathological conditions 
in the cases reviewed were incipient senile and nuclear 
cataract, toxic central choroiditis, low-grade uveitis, 
and advanced generalized arteriosclerosis. The aver- 
age age of the twenty-two patients was sixty-one 
years. The youngest patient was forty-one years. 
In one case operated upon for cataract the healing 
was prolonged and complicated. 

Tuomas D. ALLEN, M.D. 
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Samojlov, A.: The Importance of the Focal Re- 
action of the Eye in the Diagnosis and Specific 
Treatment of Tuberculous Choroiditis (Be- 
deutung der Herdreaktion des Auges bei Diagnostik 
und spezifischer Therapie der tuberkuloesen Cho- 
rioiditiden). Russk. oftalmol. Ztschr., 1931, Xiii, 471. 

A number of authors have advised against the 
use of tuberculin in tuberculous choroiditis because 
of the possibility of exacerbations (hemorrhages). 
Samojlov, on the contrary, believes this treatment 
to be very suitable provided it is possible to prove 
the specificity of the process or the diagnosis and 
to determine the threshold of sensitiveness of the 
choroidal focus to tuberculin. 

He believed it might be possible, by exact and 
daily inspection of the choroidal focus with the 
ophthalmoscope before and during the tuberculin 
treatment to observe changes in the focus, in them- 
selves unimportant, which would indicate the ap- 
proach to its threshold and thus protect against 
harmful doses of tuberculin. He therefore made 
such systematic examinations in five cases of tuber- 
culous choroiditis which he treated specifically with 
excellent results during the past year. 

He now reports that in all cases a characteristic 
and peculiar reaction occurred in the choroidal focus 
even when minimal doses (from o.2 c.cm. of a 
I:10,000,000 solution to 0.1 ¢.cm. of a 1:1,000,000 
solution) were used. Pigment granules usually ap- 
peared in the center of the previously unpigmented 
focus or pigment migrated out of the pigmented 
foci. If the treatment was continued with increased 
doses, a diffuse hyperemia of the fundus oculi 
occurred in the immediate vicinity of the choroidal 
focus. This was a distinct sign of focal reaction 
leading to hemorrhage. 

Accordingly, Samojlov now treats all cases of 
tuberculous choroiditis with intracutaneous injec- 
tions under careful and systematic daily inspection 
of the fundus with the ophthalmoscope. He begins 
with a dose of 0.2 c.cm. of a 1:10,000,000 solution 
and then increases the amount until the first signs 
of a focal reaction are seen. During this period, 
which he regards as diagnostic, the tuberculin doses 
are increased according to rule. Then he proceeds 
to the second, or truly therapeutic, period. During 
the latter the tuberculin doses are strictly in- 
dividualized on the basis of the character of the re- 
actions observed in the first period and the general 
activity, localization, and peculiarities of the process. 
However, the most important factor in individual 
tuberculin therapy is the exact, uninterrupted 
ophthalmoscopic examination of the choroid focus. 

A. E. GOLDFEDER (O). 


O’Brien, C. S.: The Cataract of Postoperative Tet- 
any, with a Report of Three Cases. Arch. Ophth., 
1932, Vil, 71. 

Rapidly developing cataract as a complication of 
postoperative tetany has been recognized for many 
years. To forty-two cases reported in the literature, 
O’Brien adds three of his own. 
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The cause of cataract in postoperative tetany is 
unknown. Numerous theories have been advanced, 
but none has been proved. 

In human tetany as compared with tetany pro- 
duced experimentally in laboratory animals the 
incidence of lens changes is low. The cataracts of 
tetany are frequently bilateral. They may develop 
with latent tetany as well as with manifest tetany. 
They have been seen to advance progressively in 
spite of treatment which controlled all other mani- 
festations of hypoparathyroidism. 

There is no characteristic appearance of the lens 
in this type of cataract. The first changes are ac- 
cumulations of fine, opaque granules directly under 
the anterior and posterior capsuies of the lens. The 
lens changes are similar to those seen in the cata- 
racts of diabetes, myotonia atrophica, and ergotism. 

Nothing has been found to prevent the advance 
of cataracts in tetany. Asin cataracts of other types, 
the only treatment is operation. In two of the 
author’s cases and in several reported in the litera- 
ture, delayed spontaneous intra-ocular hemorrhage 
occurred. To decrease the danger of this complica- 
tion the patient should be given parathyroid hor- 
mone, viosterol, and a diet rich in calcium before 
and after extraction of the lens. 

Leo M. ZIMMERMAN, M.D. 
Magitot, A.: Tonoscopy. Arch. Ophth., 1931, vi, 852. 

This article is a résumé by one of the originators 
of tonoscopy of the work that has been reported 
to date. Magitot describes again the technique of 
determining the blood pressure in the vessels of the 
retina and discusses the differences found in various 
pathological conditions such as glaucoma, detach- 
ment of the retina, retrobulbar neuritis, sclerosis 
of the vessels, systemic hypertension, and _ in- 
creased intracranial pressure. 

Tuomas D. ALLEN, M.D. 


Evans, J. N.: Retinal Perivascular Delineation. 
Arch. Ophth., 1931, vi, 823. 

This is a résumé of some very technical laboratory 
work planned to obtain evidence on the presence or 
absence of perivascular spaces in the retina. India 
ink, carmine, and retinal pigment were used as 
particulate substances, and injected into the anterior 
vitreous of various animals at different depths. At 
various subsequent times the animals were killed 
and the eyes examined. 

At the end of two weeks the pigment masses were 
seen against the retina, some scattered laterally 
and at varying depths throughout the vitreous. 
Those lying on the retina showed fine streak-like 
edges, more delicate than, but suggestive of, the 
bone corpuscles of retinitis pigmentosa. Two weeks 
later they clustered more over the region of the 
nerve head. 

On microscopic examination the pigment granules 
were found in histiocytes scattered broadly without 
relation to spaces, channels, or vessels. Most of 


them were in the fibrous layer of the retina and 





within the substance of the optic nerve, mainly 
about the central vessels. i 
The author concludes that this method of jn- 
vestigation was unsatisfactory for the outlining of 
perivascular spaces. When the Weed and Wegefarth 
Prussian-blue technique was substituted and the 
animals were killed by exsanguination, perivascular 
staining was obtained in the retina and optic nerve 
and granules of Prussian blue were found about the 
bipolar cells and their fibers and about the ganglion 
cells and their fibers. Tuomas D. ALLEN, M.D, 


NOSES AND SINUSES 


Gurdjian, E. S., and Shawan, H. K.: The Manage- 
ment of Skull Fracture Involving the Frontal 
Sinus. Ann. Surg., 1932, Xcv, 27. 

The authors review 125 cases of skull fracture 
with frontal sinus involvement. Nasal haemorrhage 
occurred in 52 cases and cerebrospinal rhinorrhea 
in 2. One of the patients with rhinorrhoea died 
without signs of meningitis and the other recovered 
without operation. Nineteen patients gave no 
history of unconsciousness following the accident, 
but 50 suffered a post-traumatic headache with a 
short period of unconsciousness and five had severe 
brain damage. 

The right frontal sinus was involved in 58 cases 
and the left in 49 cases. In 18 cases both sinuses 
were affected. In 3 cases the fracture was com- 
pound. In general the line of fracture extended 
toward the vertex, involving both the anterior and 
the posterior wall of the sinus. In a very few it 
showed an extension toward the base of the skull in 
the anterior fossa. In 3 cases the sinus was definitely 
cloudy. 

The treatment was conservative except in the 3 
cases of compound fracture. In all of the latter 
thorough débridement was followed by recovery. In 
the other cases there were 9 deaths, 4 from brain 
injuries or associated internal injuries without 
meningitis, 1 from meningitis associated with nasal 
hemorrhage, and 4 from various causes. None of 
the deaths was due to the skull fracture per se. 

In conclusion the authors state that in the major- 
ity of cases frontal sinus fractures are asymptomatic 
and the patient should be left alone and watched. 
Compound fractures should be operated upon as 
soon as the general condition permits. Rhinorrhcea, 
which is uncommon, is an indication for operative 
interference. Joun F. Dern, M.D. 


Wagner, W. A.: The Diagnosis and Conservative 
Treatment of Sphenoid Suppuration. Av. 
Otol., Rhinol. & Laryngol., 1931, xl, 1099. 


Sphenoid sinusitis is probably the most dangerous 
form of sinus infection because of its proximity to 
sO many important structures. Therefore, to pre- 
vent serious complications, early diagnosis and 
proper treatment are imperative. The diagnosis 
should be based on the subjective symptoms, his- 
tory, the physical findings, roentgenograms, and the 
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findings of a cytological examination of the wash- 
ings. Rhinoscopic examination shows pus either 
anteriorly between the middle turbinate and septum 
or posteriorly in the nasopharynx. In the roentgeno- 
graphic examination the author uses the Granger 
and Hirtz positions supplemented by the positions 
of Rhese and Scheier, and employs radiopaque sub- 
stances. Exploration or irrigation of the sinus is 
a diagnostic aid. 

In the prophylactic treatment, attention must be 
paid to local oro-nasopharyngeal conditions and to 
the general health. Symtomatic treatment consists 
in relief of the pain by the use of anodynes, co- 
cainization of the sphenopalatine nerve, or injection 
of the nasal ganglion. In local treatment the 
objective is the re-establishment of drainage and 
ventilation. For this purpose shrinking solutions 
are indicated. Lavage or irrigation is of great 
therapeutic value. Besredka antivirus was used suc- 
cessfully by the author in eight cases. Six were 
treated by instillation and two by the Proetz dis- 
placement method. Georce R. McAutirr, M.D. 


PHARYNX 


Schultz, W.: Progress in the Acute Anginas— 
Agranulocytosis, Lymphoid-Cell Angina (Iort- 
schritte auf dem Gebiet der akuten Halserkran- 
kungen—Agranulocytose, lymphoidzellige Angina). 
Zischr. f. Laryngol., Rhinol., 1931, xxi, 367. 

The organic basis of agranulocytosis is the defect 
of the granulocytes, especially the polymorpho- 
nuclear neutrophile and eosinophile leucocytes, in 
the blood and the bone marrow. Hematological 
examination reveals a high-grade leucopenia with 
complete or almost complete disappearance of the 
granulocytes and a relatively intact state of the 
eyrthrocytic and thrombocytic apparatus. 

In the acute stage the disease is usually associated 
with fever. The general condition often suggests 
sepsis with jaundice. Herpes is frequently present 
or, instead of herpetic lesions, necrotic foci develop. 
The tonsil changes vary from a simple lacunar 
angina to a very severe necrosis which is usually 
covered by a pseudodiphtheritic membrane. In 
some cases the palatine tonsils are affected not at 
all or only slightly. Paratonsillitis is common. Not 
infrequently the first manifestation of the disease is 
a stubborn gingivitis which is sometimes accom- 
panied by fever. Agranulocytic angina has often 
been found after the extraction of teeth. The base 
of the tongue is involved very frequently, and in- 
volvement of the posterior pharyngeal wall, the 
hypopharynx, and the larynx is not uncommon. 
Necrotic conjunctivitis and oedema of the lids may 
occur. Very often, the oesophagus is involved and 
covered with thrush fungus. The stomach, duode- 
num, ileum, colon, rectum, and anus may be af- 
fected. The vulve and introitus of the vagina are 
frequently involved. Pulmonary gangrene and ne- 
crosis of the liver and spleen have been reported. 
Bacteriological examination of the blood has dis- 
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closed pneumococci, the pneumococcus mucosus, 
the bacillus coli, staphylococci, streptococci, and 
the bacillus pyocyaneus. 

Cases with an acute course are usually fatal. As 
a rule death is due to hemorrhagic bronchopneu- 
monia. In chronic cases the patient may survive 
for years. 

As in pernicious anemia, in which Biermer’s 
anemia is differentiated from the pernicious anemia 
due to lues, pregnancy, and bothriocephalus, so, in 
agranulocytosis, primary idiopathic uncomplicated 
cases are to be differentiated from cases due to a 
definite infection or toxin. The author does not ac- 
cept in its entirety the detailed classification sug- 
gested by Aubertin and Lévy. 

From the practical and investigative standpoints. 
toxic cases of agranulocytosis are especially impor- 
tant. Among the chemical substances which may 
cause agranulocytosis or a similar syndrome are 
neosalvarsan used alone or with mercury or bis- 
mogenol, spirocid, silversalvarsan, rhodarsan, acetyl- 
arsan, mesurol, bismogenol, sanocrysin, and solganol. 
In nineteen cases reported in the literature (the 
majority of them cases of syphilis) various syn- 
dromes resembling agranulocytosis developed after 
treatment with one of these medicaments. From 
the chemical standpoint, the most important of 
these drugs is arsenobenzol, or at least the benzol 
ring, the action of which on the hematopoietic ap- 
paratus is well known. Twelve of the nineteen cases 
cited were those of men. The majority of the pa- 
tients were between the ages of twenty and forty 
years. 

Of chief importance in treatment is stimulation 
with the X-ray. In the chronic recurring type of 
the condition, especially in the afebrile stages, the 
author has given liver therapy as it stimulates not 
only the erythrocytes but also the granulocytic ap- 
paratus. Paschkis and Dimmel recommend the use 
of adrenalin. Reznikoff employs guanin and adenin. 
Blood transfusion and chemical stimulation therapy 
(foreign proteins such as omnadin and caseosan) 
have not proved of much value. 

The author applies the term “lymphoid cells’ 
not only to lymphocytes but also to monocytes ac- 
cording to Arneth’s classification. He formerly 
called lymphoid-cell angina ‘‘ monocyte angina,”’ but 
he has now dropped this name because it has been 
found that at the height of the disease the picture 
is usually more lymphocytic than monocytic. The 
condition has no relation to the glandular fever de- 
scribed by Pfeiffer. 

Lymphoid-cell angina is a systemic disease of 
lymphatic organs in which the angina assumes 
prominence early. In some cases, however, it is 
preceded by enlargement of the lymph glands and 
swelling of the spleen. The appellation ‘‘ benign 
leukemia’? applies to this clinical picture. The 
tonsillar inflammation is a lacunar, pseudomembran- 
ous, or necrotic inflammation with an exudate in 
which fusiform bacilli and oral spirochetes are fre- 
quently found. Occasionally, gingivitis is present. 
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In 81 per cent of his cases the author was able to 
demonstrate a palpable enlargement of the spleen, 
and in 40 per cent enlargement of the liver. An 
eruption of small or coarser macules has often been 
observed on the skin. Jaundice and mucous mem- 
brane and skin hemorrhages are rare. The fever is 
often continuously high, but tends toward exacer- 
bations and is usually more protracted than in the 
simple anginas. 

The leucocytes are sometimes considerably in- 
creased in number, and there is a relative increase 
in the lymphoid cells (between 40 and go per cent). 
Plasma cells are numerous. The protoplasm of the 
lymphoid cells shows all variations in staining, from 
the normal to the dark blue plasma-cell colors. Es- 
pecially characteristic and numerous are the plasma- 
cell monocytoid elements and all gradations from 
these to lymphocytes and monocytes. 

The prognosis is favorable even if, in spite of 
clinical healing, glandular enlargement, splenic en- 
largement, and an atypical blood picture persist for 
many months. 

The treatment is the same as that for simple 
angina. Fowler’s solution should be given. 

ANTHON (H). 


Keen, J. A.: Medical and Surgical Complications 
of Tonsillectomy in Childhood. J. Laryngol. & 
Otol., 1932, xlvii, 1. 


The author reviews the case records of 9,344 
children who were subjected to tonsillectomy at a 
school clinic and discusses the chief medical and 
surgical complications, excluding hemorrhage. He 
states that many illnesses which appear to be 
complications are infections which develop in- 
dependently during the period of convalescence 
from the operation or were present in a prodromal 
stage at the time of the operation. This is true 
particularly of pulmonary complications, of which 
there were 23 in the cases reviewed. The author 
reports 8 of the latter in detail. In the use of the 
guillotine method of tonsillectomy the anesthesia 
is short and the operation is performed rapidly with 
the patient’s head in the extended position. There- 
fore, it is argued, the 2 most important factors in 
the etiology of pulmonary complications—irritation 
of the bronchial mucous membrane by ether and the 
inhalation of blood or septic material—can be 
excluded. 

Toxemia is a direct complication resulting from 
extension of the bacterial infection of the operative 
wound. When the body defenses break down com- 
pletely, generalized sepsis or septicemia may result. 
Five cases of postoperative septicemia with 1 death 
are reported, and the therapeutic use of collosal 
argentum in this condition is discussed. 

Acute specific fevers sometimes complicating con- 
valescence from tonsillectomy are generally due to 
intercurrent infections not directly connected with 
the operation. Diphtheria is particularly serious. 
The author reports 3 cases of laryngeal diphtheritic 
infection, 2 of which were fatal. 


In 18 of the cases reviewed a scarlatiniform rash 
appeared after the operation, and in 5 cases a 
diagnosis of scarlet fever was made elsewhere, 
Septic rashes of a scarlatiniform type after tonsil- 
lectomy are not very uncommon and usually appear 
on the second or third postoperative day. The 
diagnosis of scarlet fever is never justified under 
these circumstances. 

Acute otitis media is a very definite complication 
of tonsillectomy. It occurred in 60 (0.6 per cent) of 
the cases reviewed. The author discusses the pre- 
vention and treatment of earache after tonsillectomy, 

In 8 of the cases reviewed a postoperative mastoid 
abscess and intracranial infection developed. These 
cases are reported in detail and the pathology of 
fulminating meningitis following acute otitis media 
is discussed. 

In conclusion, a case of glottic spasm requiring 
laryngotomy and a case of subcutaneous emphysema 
are reported, and the literature on these conditions 
is reviewed. James C. BrasweE t, M.D. 


Wein, Z.: An Operative Procedure for Rendering 
Patent the Cicatricially Occluded Nasopharynx 
(Operationsverfahren zur Wegsammachung des 
narbig verschlossenen Nasenrachenraumes). Mo- 
natsschr. f. Ohrenh., 1931, \xv, 352. 


Retronasal and palatopharyngeal synechias and 
atresias, which are usually luetic, have such an 
injurious effect on the respiratory tract and the 
circulation, especially in the later years of life, that 
numerous methods have been tried to remove them. 

The poor results of the various methods suggested 
by others induced the author to devise a procedure 
of his own. In the technique he now employs the 
nose is cut loose and turned aside by the Schloffer 
method, and a submucous resection of the septum 
is done. After removal or liberation of the cicatricial 
strands obstructing the nasopharynx, two pedicled 
flaps are made from the mucosa of the septum. The 
raw surface of the flap from the upper part of the 
septum is spread out over the raw surface of the 
pharynx and the raw surface of the lower flap is 
applied to the raw surface of the posterior wall of 
the soft palate. The flaps are then fixed in place 
with tampons for a period of one week. 

The after-treatment consists of dilatation of the 
resulting passage by means of a long-handled peri- 
toneal forceps bent at right angles, the jaws of 
which are covered with rubber drains. The forceps 
are passed up behind the soft palate and then 
opened. The result of this method is a freely 
passable nasopharynx. 

The operation differs from others in that exten- 
sive, mutually apposed raw surfaces are covered 
by large, well-nourished flaps of mucosa. 

Woe xk (H). 


Portmann, G.: Pharyngectomy (La pharyngecto- 
mie). Presse méd., Par., 1931, Xxxix, 1885. 


Pharyngectomy is indicated for malignancy of the 
pharynx even if it extends toward the buccal or 
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laryngeal region. Glandular involvement is not 
necessarily a contra-indication. However, it is contra- 
indicated if the mass invades the base of the tongue, 
if the lymph glands cannot be removed, and if the 
patient is cachectic. 

The author uses the technique of Trotter modified 
by Colledge. The operation is preceded by a low 
tracheotomy through which a general anesthetic is 
administered. Portmann describes the steps of the 
operation with the aid of ten illustrations, and dis- 
cusses untoward symptoms that may occur during 
and after the procedure. Good results depend on 
the early diagnosis of a small growth in the hypo- 
pharynx or the vestibulum. When the treatment is 
given sufficiently early, permanent cure may be 
obtained. Geza DE Takats, M.D. 


NECK 


Zechel, G.: Cellular Studies of the Thyroid Gland. 
Surg., Gynec. & Obst., 1932, liv, 1. 

In 1889 Langendorff described cells of a second 
type in the thyroid gland which differ considerably 
from the chief cells. Since that time these cells 
have received little consideration. The author calls 
attention to them again on the basis of studies of 
the thyroid gland of the dog. 

These cells are relatively few and are found ir- 
regularly distributed, usually in the interfollicular 
spaces. They are larger than the follicular cells and 
have a clear cytoplasm. They are frequently sur- 
rounded by a small accumulation of colloid. They 
may be subdivided into two groups, those with a 
well-defined chromatin network, and those with 
dark, evenly staining nuclei. They seem to be more 
numerous in regenerating than in resting glands. 
Zechel believes they are concerned with the forma- 
tion of new follicles, the production of colloid, and, 
possibly, the inception of follicular destruction. 

Leo ZIMMERMAN, M.D 


Welti, M. H.: The Réle of Hyperparathyroidism 
in Certain Osseous Dystrophies and in Anky- 
losing Polyarthritis (Du rdle de l’hyperpara- 
thyroidisme dans certaines dystrophies osseuses et 
dans la polyarthrite ankylosante). J. de chir., 1931, 
XXXVI, 033. 

Parathyroidectomy is proposed as the most logical 
treatment of osseous and articular disturbances sec- 
ondary to parathyroid hyperfunction. The exist- 
ence of the latter is manifested clinically by a de- 
crease in muscular tonus, hypo-excitability of the 
nerves and muscles to electrical stimulation, and 
generalized bone pains. It is manifested biologically 
by an increase in the calcium content of the blood 
and excessive elimination of calcium in the urine. 
Hyperplasia of the parathyroids is usually discov- 
ered only at operation. In some of Welti’s cases 
a palpable parathyroid adenoma was attached to the 
thyroid which moved during swallowing. Such a 
tumor reveals the origin of the symptoms. Extirpa- 
tion of the hyperplastic parathyroid is indicated. 
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Hyperparathyroidism seems to play a part es- 
pecially in generalized fibrocystic osteitis, and it is 
in the latter disease that parathyroidectomy has 
been followed by the best results. However, the 
operation should be done only when the osteitis is 
associated with changes of muscular tonus, an in- 
crease in the calcium content of the urine, a marked 
calceemia, and digestive disturbances similar to those 
of Collip’s syndrome. This holds good also for the 
rhizomelic syndrome. 

Eighteen cases of hyperparathyroidism and gen- 
eralized fibrocystic osteitis collected by the author 
are summarized. They show the immediate dangers 
of parathyroidectomy. Tetany occurred in eight 
cases. In one case it was fatal; in two cases, serious; 
and in five cases, slight. In the fatal case three 
parathyroids were removed. Only one should have 
been excised. Even the removal of one should be 
done only after the presence of others has been veri- 
fied. When the calcium content of the blood goes 
below 7 mgm. per 100 c.cm. massive injections of 
parathormone are indicated and calcium should be 
administered by mouth and intravenously. Oliguria 
should be watched for and treated. 

To determine the calcium content of the blood 
serum the author used a modification of the nephel- 
ometric method of Taillandier, measuring with 
Vernes’ apparatus. In normal cases the amounts 
determined by this method and by that of Hirth 
agree satisfactorily; they range between 90 and 100 
mgm. In pathological cases, especially cases of 
hypocalcemia and tetany, they disagree and the 
Hirth method often gives normal values. These 
differences may be due to a special state of the 
calcium. PACE. 


Labbé, M., Villaret, M., Justin-Besancon, L., and 
Soulié, P.: A Study of the Pathogenesis of Ex- 
ophthalmos in Hyperthyroidism (Etude sur la 
pathogénie des exophtalmies de type basedowien). 
Bull. et mém. Soc. méd. d. hop. de Par., 1931, xlii, 
1897. 


A critical review of the theories regarding ex- 
ophthalmos is presented. 

Exophthalmos may be present in patients with 
neurocirculatory asthenia and a normal basal 
metabolic rate, and may be absent in cases of hy- 
perthyroidism. When thyroxin was given in daily 
doses of 10 mgm. to an obese person, signs of 
hyperthyroidism developed, but there was no ex- 
ophthalmos. When 0.05 gm. of ephedrin was in- 
jected ten minutes after the administration of the 
thyroxin, marked exophthalmos resulted within five 
minutes. The exophthalmos was more pronounced 
on the left side than on the right and persisted for 
two hours. 

In patients with hyperthyroidism without ex- 
ophthalmos the same dose of ephedrin was equally 
efficacious in producing protrusion of the eyeballs. 
In a case of exophthalmic goiter, fifteen injections of 
yohimbin in daily doses of o.o1 gm. caused slowing 
of the pulse and complete retrogression of the 





424 


exophthalmos, first on the right side and later on 
the left side. 

The authors believe it possible that the exophthal- 
mos in exophthalmic goiter may be produced by 
several mechanisms, and that there is an inter- 
relationship between excessive thyroid secretion, 
local stimulation of the cervical sympathetic, and 
stimulation of the entire sympathetic system. 
Simultaneous parasympathetic stimulation does not 
influence the intensity of the protrusion of the eyes. 

GeEzA DE TAKATs, M.D. 


Justin-Besancon, Kohler, Schiff-Wertheimer, and 
Soulie: Experimental Research on Exophthal- 
mos of the Basedow Type (Recherches expéri- 
mentales sur l’exophthalmie de type basedowien). 
Bull. et mém. Soc. méd. d. hép. de Par., 1931, xlvii, 
1883. 

The object of the authors’ experiments was to 
produce exophthalmos in the dog comparable to that 
seen in patients with exophthalmic goiter, namely, 
exophthalmos without dilatation of the pupil, a rise 
in the intra-ocular tension, or orbitopalpebral 
oedema. 

Of several drugs tested, ephedrin gave the most 
marked results. Thyroxin alone did not produce 
the symptom, but sensitized the animal to the 
effect of ephedrin, adrenalin, and other sympathico- 
tonic drugs. When drugs with a parasympathetic 
action, such as pilocarpin and eserin were given 
simultaneously, exophthalmos could still be pro- 
duced in the presence of miosis, salivation, and 
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bradycardia. The pulse rate and arterial pressure 
did not influence this experimental exophthalmos, 
It persisted after death, as in man. Section of the 
eyelids, conjunctiva, and extrinsic muscles of the 
eye, did not diminish the intensity of the protrusion, 
However, yohimbine, given intravenously, pre- 
vented the appearance of exophthalmos or reduced 
it when given in its presence. 
GrEzA DE TAKAts, M.D, 


Jackson, C., and Babcock, W. W.: Laryngectomy 
for Carcinoma of the Larynx. Surg. Clin. North 
Am., 1931, ii, 1207. 


In a study of over 2,000 cases of carcinoma of the 
larynx the authors found that about 85 per cent of 
the patients with intrinsic laryngeal carcinoma were 
cured. They call attention to the fact that this isa 
much higher incidence of cure than is obtained in 
any other type of malignancy. 

In the operative procedure described a high collar 
incision is made at about the level of the hyoid 
notch, the pharynx is exposed at about the level of 
the thyroid cartilage, the epiglottis is brought for- 
ward, and the larynx is dissected downward to the 
cricoid cartilage. An oblique incision is then made 
through the cricoid cartilage so that the lower third 
of this cartilage is preserved. This prevents con- 
traction and partial closure of the tracheotomy 
opening and renders the wearing of a tracheal tube 
unnecessary. The suturing about the pharynx is 
done with fine silver wire. The entire operation is 
done in 1 stage. James T. Mitts, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Glaser, M. A., and Shafer, F. P.: Skull and Brain 
Traumata: Their Sequelz. J. Am. M. Ass., 1932, 
xcvili, 271. 

The authors analyzed the records of 255 patients 
treated for head injuries who were followed from 
one to five years after the accident. Their chief 
purpose was to learn if there was any relationship 
between the location of the skull fracture and the 
development and duration of neurological signs and 
symptoms. They found that fractures involving 
both the base and vault of the skull caused more 
symptoms and signs than any other type of injury. 
Next to this group in the incidence of symptoms 
were head injuries which presented no X-ray evi- 
dence of fracture. Depressed fractures of the vault 
were associated with neurological symptoms and 
signs in only about 4o per cent of the cases. 

Headache was the most common symptom. Con- 
vulsive states occurred in 16 cases (6 per cent). 
The most striking finding was the high incidence of 
mental changes. Twenty-four patients (9 per cent) 
of the series showed mental impairment. ‘Three 
were confined in institutions, and practically all 
of the others would have been thus confined if 
they had not had someone to take care of them at 
home. 

An analysis of other neurological signs and symp- 
toms is also made. R. GLEN SpuRLING, M.D, 


Ireland, J.: Fracture of the Skull in Children. 
Arch. Surg., 1932, XXiv, 23. 

This article is based on a study of fractures of the 
skull in eighty children under the age of twelve 
years. In 62.5 per cent the fracture was due to a 
fall. In forty-five cases the parietal bone was frac- 
tured either alone or with other bones, and in 
thirty-three the frontal bone was fractured. In 1o 
per cent there was a depressed fracture; in 78.7 per 
cent, a fracture of the vault; and in to per cent a 
fracture of the base alone. Forty per cent of the 
patients were unconscious immediately after the 
injury and 85 per cent had visible contusions of the 
head. Vomiting was the most constant symptom, 
occurring in 63.7 per cent of the cases. The only 
deaths were those of two children who had fixed and 
dilated pupils. 

When the patients were followed up three hundred 
and ninety-six days after the injury, sixty-nine had 
completely recovered, two had died, and nine had 
sequel referable to brain injury. 

The author draws the following conclusions: 

1. The prognosis of fracture of the skull is much 
better in children than in adults. 
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2. A high temperature after fracture of the skull 
is not so serious in children as in adults. 

3. A high pulse rate is not a particularly unfavor- 
able sign in skull fracture in children. 

4. The prognosis is unfavorable when the pupils 
are dilated and fixed and when all reflexes are absent. 

5. Lumbar puncture should not be a routine 
procedure, but if the patient shows signs of increased 
intracranial pressure it may be done carefully, the 
fluid being drained off very slowly and the drainage 
being discontinued if any untoward symptoms 
develop. 

6. If tapping does not relieve the symptoms of 
pressure, decompression may be performed. 

7. Cerebellar injuries are not as common as 
injuries above the tentorium. 

8. Small depressions, areas of bone only slightly 
below the surface of the skull, and depressions in- 
volving the nasal sinuses or the sagittal sinus are 
best treated without operation if they produce no 
symptoms. Eric OLDBERG, M.D. 


Laemmle, H.: Disturbances of Smell and Their 
Clinical Significance (Ueber Geruchsstoerungen 
und ihre klinische Bedeutung). Arch. f. Ohren-, 
Nasen- u. Kehlkopfh., 1931, CXxx, 22. 


After cranal injuries patients often complain only 
of a loss of the sense of smell and it is important 
to determine objectively whether there is an ana- 
tomical basis for this complaint. Olfactory dis- 
turbances may be manifested as a diminution of 
the sense of smell (hyposmia), a qualitative change 
in that sense (parosmia), complete absence of the 
sense of smell (anosmia), or olfactory hypersensi- 
tiveness (hyperosmia). They are favored by dis- 
ease in any part of the nerve supply of the olfactory 
apparatus from the fila olfactoria to the cortical 
center of smell in the temporal lobes (uncus and 
hippocampus major). The noxa may affect the 
olfactory nerve peripherally (swelling of the tur- 
binates, deformities of the nasal septum, inflam- 
matory changes in the nasal mucous membrane, 
and tumors), or in its central portion, in the primary 
olfactory neuron (olfactory epithelium, the fila 
olfactoria, or the olfactory bulb), in the secondary 
olfactory neuron (olfactory bulb to the thalamus), 
or between the thalamus and the olfactory cortex. 
Central olfactory disturbances are found in ozena, 
following endonasal operations, in grippe, and with 
fractures of the base of the skull, concussion of the 
brain, hemorrhages at the base of the brain, and 
tumors in the region of the nervous olfactory 
apparatus. 

In the functional testing of the sense of smell the 
close relationship of this sense to two other senses 
must be taken into consideration. The latter are 
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the tactile sense (trigeminal nerve) for sensitiveness 
to cold, heat, and pain stimuli of the inhaled sub- 
stances, and the sense of taste (glossopharyngeal 
nerve and the sensory branch of the facial nerve). 
The laity frequently confuse disturbances of taste 
and smell. The “tactile components” (the stinging 
sensation and the sensations of cold and heat) they 
erroneously interpret as olfactory impressions. Be- 
cause of the presence of taste buds in the naso- 
pharyngeal space, it is not sufficient to examine 
with purely odoriferous substances. It is necessary 
to make a test also with substances in which there 
is also a gustatory or tactile component (gustatory 
smell). 

A valuable clinical method of testing the sense of 
smell is the use of the scale of smell proposed by 
Boernstein for other purposes. Methods suggested 
heretofore were too complicated for clinical investiga- 
tions. In the Boernstein scale the odoriferous sub- 
stances to be tested are arranged according to 
increasing strength of the odor. Boernstein took 
into consideration the fact that in the recognition 
of smells the gustatory and tactile components are 
important. The scale of smell consists of purely 
odoriferous substances (wax, stearin, pure soap, rose 
water, heliotrope, bitter almond water, turpentine, 
spirits of camphor, oil of lavender, amylium aceti- 
cum, oleum rusci, anise, and hydrogen sulphide), 
tactile components (menthol as “cool” and am- 


monia as “‘stinging”’), and taste components (chloro- 
form as “sweet” and pyridin as “bitter”). About 


20 c.cm. of these substances should be kept handy 
in bottles with glass stoppers. They should be 
used in the order in which they are listed, each 
nostril being tested separately while the examiner 
closes the other nostril and the person examined 
closes his eyes. The author adds to the test for 
smell a test for taste, using for this purpose the 
solutions recommended by Boernstein (4, 10, and 
40 per cent solutions of cane sugar, 2.5, 5, and 15 
per cent solutions of sodium chloride, 1, 5, and 15 
per cent solutions of lemon juice, and 0.075 and 1 
per cent solutions of quinine). The patient must 
keep the tongue extended and write down or report 
the sensation of taste felt. 

In cases of local disease of the nose (peripheral 
olfactory disturbances) produced by suppurations 
in the accessory nasal sinuses, tumors of the nose, 
postoperative changes in the mucous membrane of 
the nose, or ozwna, it was found that the purely 
odoriferous substances gave more or less negative 
results depending upon the severity of the hyposmia 
or anosmia, but that tactile and gustatory compo- 
nents always remained demonstrable. In only one 
case was it impossible to demonstrate the latter. 
In this instance the disease involved not only the 
mucous membrane of the nose but also the pharyngeal 
space. This variability in the injury of the olfactory 
nerve and the tactile components is explained 
anatomically by the fact that only the fila olfactoria 
run through the lamina cribrosa, whereas the dis- 
tribution of the two sensory regions for taste and 
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touch is much wider and takes an entirely different 
course. The tactile components remain intact 
longest and are the most resistant to local injuries, 
Loss of the tactile and gustatory components is 
determined by injury in the region of the trigeminal 
or the glossopharyngeal nerve and the sensory 
branch of the facial nerve. 

It has not been found possible by the Boernstein 
method to determine whether a disturbance of smell 
is produced peripherally or centrally. In general 
traumata of the skull, perforating gunshot injuries, 
and tangential traumata, disturbances of smell occur 
only when the olfactory apparatus has been affected, 
However, it must be borne in mind that even in the 
cases of normal persons an objective examination 
sometimes reveals disturbances of smell of which 
the subject was previously unaware. Moreover, it 
has been shown that even extensive meningitis does 
not necessarily leave a disturbance of smell. 

The tests described have led to findings of great 
value in answering the question whether a dis- 
turbance of smell is due to a psychic condition, 
aggravation, or simulation. One of these three 
factors comes up for consideration when, on being 
tested by the Boernstein method, the patient states 
that he is unaware of all of the three components 
(olfactory, tactile, and gustatory). In such cases 
there must be an injury of the olfactory, trigeminal, 
and glossopharyngeal nerves and therefore an ex- 
tensive nerve disease which must Ye discovered by 
clinical examination. 

Individual variations in the sense of smell, dulling 
of the sense of smell in advanced age, abnormal 
exhaustibility, and congenital absence of the sense 
of smell should be taken into consideration in the 
examination. BruNO GRIESSMANN (H). 


Chase, W. H.: A Sacculated Intracerebral Aneurism 
of the Middle Cerebral Artery. J. Path. & Bac- 


teriol., 1932, XXXV, 19. 


Chase reports the case of a woman thirty years 
old who was found unconscious in the eighth month 
of pregnancy. Up to that time she had been ap- 
parently well. She was brought to the hospital and 
delivered of a normal child by cwsarean section. 
Immediately after the operation she died. 

Autopsy revealed a large ruptured aneurism at 
the bifurcation of the branches of the right middle 
cerebral artery, anomalous branching of the anterior 
choroidal arteries, and absence of the posterior 
communicating arteries. 

In investigating the possible causes of the lesion, 
Chase was able to rule out inflammation and arterio- 
sclerosis. Therefore, the underlying condition was 
apparently a congenital weakness of the vessel walls. 
This was indicated by the anomalies of the other 
arteries of the base of the brain and a definite defect 
in the vessel wall at the acute angle of several bifur- 
cations of other arteries of the brain. Forbus has 
demonstrated such congenital defects in many cases 
of solitary and multiple aneurisms. 

Leo M. Davinorr, M.D. 
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Jossmann, P.: Brain Abscess (Ueber Hirnabscesse). 
Nervenarst, 1931, 1V, 343. 

The author reviews 99 cases of brain abscess col- 
lected from 36 articles published in the past three 
years, and reports a case of his own. 

The roo cases are classified according to the local- 
ization and etiology of the lesion. The most frequent 
etiological condition by far was otitis media, which 
was the cause of the abscess in 76 per cent of the 
cases. In 11 per cent the abscess was secondary to 
frontal sinus infection. In twenty-five cases a 
thorough bacteriological study was made. The 
staphylococcus aureus was found in 8 cases, the 
streptococcus in 7, and the colon bacillus in 2. 

In all of the articles reviewed the paucity or the 
unreliable character of the symptoms was stressed. 
Even the rupture of an abscess into a ventricle does 
not always produce acute symptoms immediately. 
It is generally agreed that many brain abscesses run 
their course without fever. Often a spastic obstipa- 
tion develops, and sometimes there is a pulsatile 
throbbing in the brain similar to that noted in cases 
of empyema. 

Of aid in the diagnosis is an isolated rigidity of 
the neck in the absence of Kernig’s sign. Localized 
headaches at times give valuable indications. The 
author discusses the various symptoms in detail. 
Roentgen examination is usually not of much help. 
In uncomplicated brain abscess the spinal fluid find- 
ings are usually normal. However, the spinal fluid 
should be examined in every case, as repeated 
examinations may furnish valuable information. 

Important findings are frequently yielded by 
exploratory puncture of the brain with an aspirating 
needle, but a negative puncture does not prove the 
absence of abscess. A rather wide cannula should 
be used and continuous aspiration with a syringe 
should be done. ‘The procedure is not especially 
dangerous; at least, the danger is outweighed by 
the value of the information to be secured. The 
skin is rendered insensitive with a freezing mixture, 
the skull perforated with a hand-drill, and the 
aspirating needle introduced at once. The hand- 
drill is preferred to the electric drill because it does 
not interfere with the sense of touch as much as 
the latter. 

The prognosis of brain abscess is poor, even in 
cases treated surgically. Of the 100 cases reviewed, 
an operation was performed in 93 and a cure ob- 
tained in 31. In 17 of the latter there was an abscess 
of the temporal lobe; in 8, an abscess of the cerebel- 
lum; in 5, an abscess of the frontal lobe; and in 1, 
an abscess of the occipital lobe. 

_ The author concludes the article with a descrip- 
tion of the operative technique and after-care. 
Von TAPPEINER (Z). 


Harris, W., and Cairns, H.: The Diagnosis and 
Treatment of Pineal Tumors. Lancet, 1932, 
CCXXli, 3. 

The authors report a case of successful extirpation 
of a pineal tumor (pineoloma) and discuss the diag- 
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nosis, operative treatment, postoperative course, 
and complications in cases of pineal tumor in gen- 
eral. They believe that when the diagnosis is not 
certain a cerebellar exploration should be done. If 
this does not disclose a cerebellar tumor and later 
clinical signs make the presence of a pineal tumor 
evident, the suboccipital decompression may save 
the patient’s vision if not his life. 
Eric OLDBERG, M.D. 


Laruelle, L.: A Routine Procedure for Ventricular 
Puncture (Le repérage des ventricules cerebraux 
par un procédé de routine). Presse méd., Par., 1931, 
xxxix, 1888. 

In the last four years the procedure described has 
been used in about 200 cases at the Neurological 
Center of Brussels. Its purpose is not to visualize the 
ventricles as in Dandy’s ventriculography, but to 
permit important deductions from the use of minimal 
quantities of air. By lumbar puncture, to c. cm. of 
air are introduced with the patient in the sitting 
position. The head is erect and immobilized. An 
anteroposterior exposure reveals 2 small circular or 
oval bubbles occupying the roof of the lateral ven- 
tricles, and the lateral exposure shows 2 fusiform 
shadows, a smaller sharper shadow, and a larger, 
slightly less distinct shadow. In the normal person 
the air bubbles are of equal size and at an equal dis- 
tance from the convexity of the brain. Abnormal 
findings include absence of shadows on both sides; 
lateral, cranial, or caudal displacement of both 
ventricular shadows; and an unequal, distorted 
shadow or absence of a shadow on one side. 

To test the permeability in the lateral direction 
the patient is placed first in the right and then in the 
left lateral position. Under normal conditions the 
total quantity of air passes into the ventricle, which 
is higher up. 

This method has given a positive result in 94 per 
cent of cases of verified brain tumors. The localiza- 
tion of the pain during the injection suggests the 
location of the lesion. Percussion of the skull after 
the air inflation may reveal gross inequalities. 

As compared with ventriculography, which has 
definite dangers and a mortality rate of from 6 to 8 
per cent, this procedure is simple and safe. It may 
be used routinely in cases of suspected cerebral 
lesions. If it fails, ventriculography or arterial visu- 
alization may be employed. 

In conclusion the author emphasizes that a 
thorough neurological examination is still the most 
important step in the diagnosis. 

Geza DE Takats, M.D. 


Dandy, W. E.: Certain Functions of the Roots and 
Ganglia of the Cranial Sensory Nerves. Arch. 


Neurol. & Psychiat., 1932, xxvii, 22. 


In the use of the subcerebellar route for section 
of the posterior root of the trigeminal nerve in tic 
douloureux the sensory root is divided about 0.5 cm. 
from the attachment to the pons. Of 200 cases, 
partial section of the root was done in 150. The re- 
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sults of this operation have led to the conclusion 
that the gasserian ganglion mediates a definite 
function which modifies the afferent sensory im- 
pressions before they reach the brain. If this is true 
of the gasserian ganglion it is probably true also of 
ganglia of other cranial nerves carrying sensory 
stimuli of the same character. 

Section of the posterior half of the sensory root 
causes practically no loss of sensation, subjective or 
objective, and results in a permanent cure of the 
characteristic pain of tic. The cure is obtained re- 
gardless of the branches involved. These results 
suggest that there is no definite subdivision of the 
sensory root corresponding to the peripheral branches 
of the nerve but a re-arrangement of the fibers, a 
change in their character, or both. As the pain is 
cured in all divisions when a selective part of the 
nerve is divided, there must be, in some degree at 
least, a distribution of fibers according to function 
in the sensory root. 

More extensive partial sections (removal of two- 
thirds, three-fourths, or more) cause both subjective 
and objective sensory changes though these are 
proportionately less than the degree of section 
would be expected to cause. There is some preserva- 
tion of the peripheral topographic arrangement of 
fibers, but it is always imperfect. Re-arrangement 
of fibers according to function is now always in 
evidence, but is never so complete as when the pain 
is concentrated in the lower half of the nerve. 

The pain of trigeminal tic douloureux is charac- 
teristic of a sensory root lesion. Lesions of the 
peripheral nerves do not produce pain of this type. 
In ro of the 200 cases reviewed the pain was caused 
by the impingement on the nerve of a small neo- 
plasm and did not differ from the pain of idiopathic 
tic douloureux. In another 5 per cent of the cases 
the sensory root was surrounded by an angiomatous 
mass of congenital origin. In a group of from to to 
15 per cent the pain was the result of angulation 
of the trigeminal root by an underlying artery or a 
large branch of the petrosal vein. The failure of 
these 3 types of gross lesion to be recognized is due 
to the fact that Krause’s temporal approach, which 
is used most frequently, does not expose the sensory 
root. 

A lesion of any kind along a peripheral nerve has 
never been known to cause tic douloureux. Pain 
produced by a peripheral lesion is always of a dif- 
ferent character. It is steady, persistent, and less 
excruciating than that of tic douloureux, and follows 
the peripheral branch to its terminations. It is never 
paroxysmal. The differences between the pains 
arising from the peripheral branches and the sensory 
roots lead to the conclusion that the interposed 
ganglion entirely changes the character of the pain. 

It has long been reasoned that the pain of tic 
must arise in a peripheral branch of the nerve be- 
cause it is so sharply restricted to a single branch 
in so many cases and peripheral division stops it 
until regeneration of the nerve occurs. However, 
a peripheral stimulus could not produce a pain of 
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this kind, because it does not cover the domain 
of the nerve. Although the pain is referred to a 
particular branch, it does not spread over the 
peripheral terminations of the branch. Moreover, 
it may jump to another branch of the nerve without 
spreading locally. Its course and rough localization 
are due to its sensory root origin. The detailed and 
comprehensive sensory distribution of the pain has 
been lost in the gasserian ganglion. 
I. S. PLarr, M.D. 


Taylor, E. W., and McDonald, C. A.: The Syndrome 
of Polyneuritis with Facial Diplegia. Arch, 
Neurol. & Psychiat., 1932, xxvii, 79. 

A review of the literature reveals the fact that 
the first description of polyneuritis, commonly 
credited to Osler, was made by Pierson in 1869. 
Among the most notable publications on the con- 
dition was the article by Bradford, Bashord, and 
Wilson in ror18 in which the authors claimed that 
the causative virus had been cultivated and had 
been recovered at necropsy from animals into which 
it had been inoculated. Their results have not been 
confirmed by other investigators. 

The terminology of the associated infections of 
the nervous system indicates the extensiveness and 
variability of the involvement noted. ‘Acute 
febrile polyneuritis,” ‘‘polyneuritis with facial di- 
plegia,”’ “infective neuronitis,”’ ‘‘acute ascending 
paralysis,” ‘‘meningo-encephalomyeloneuritis,” and 
several other terms have been used in an attempt 
to describe the varying symptoms. It is now generally 
believed that, in time, the various types of syndrome 
may be found to be diverse manifestations of a 
single cause. The authors discuss only cases in 


which general neuritic signs were associated with a _ 


double facial paralysis. 

No definite statement can be made concerning a 
latent period. While in many cases there has been 
a history of antecedent infection, the intervening 
period has varied from a few days to several months. 
In the authors’ opinion no definite relationship to 
such infection can be determined. 

Primary involvement of large muscle groups 
without much involvement of the distal extremities 
is common. The legs are usually affected first, the 
facial diplegia appearing later. Facial diplegia with- 
out other symptoms, an incomplete form of the 
syndrome, is not infrequent. Other cranial nerves 
besides the facial nerve are often involved, but the 
involvement of the facial nerve is more constant 
and more pronounced. Loss of deep reflexes as in 
ordinary polyneuritis is practically constant. The 
peripheral reflexes are lost less often. Parasthesias 
of various types are sometimes combined with 
objective signs. Deep pressure over the nerves 
frequently causes pain. Involvement of the sphinc- 
ters is seldom noted; when present, it persists only 
one or two days. Absence of mental symptoms In- 
dicates absence of cortical involvement. The syn- 
drome is the result of lesions of the segments of the 
spinal cord and brain stem in contrast to the pos- 
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sibly allied infections included under the general 
term “encephalitis.” 

Pathological examination reveals diffuse infiltra- 
tion of the peripheral neurons and to a lesser extent 
of the cord and brain stem with little or no cortical 
involvement. 

The onset, signs, symptoms are too diverse for 
classification. The condition is characterized mainly 
by widespread muscular weakness, loss of the deep 
reflexes, disturbance of sensation of the neuritic or 
neuronitis type, and a selective paresis of the facial 
nerves. There is usually a history of an initial ill- 
ness, often with transitory fever, headache, pain 
in the back, and vomiting. Of these symptoms, 
headache is the most constant. Recovery is ap- 
parently complete after a few days. Following a 
“period of latency” of variable duration, the paraly- 
tic stage develops, often suddenly. The paresis is 
not confined to individual muscles, but involves 
muscle groups. 

The cerebrospinal fluid may be normal or may 
show a pronounced increase in total protein with 
a slight or no increase in the number of cells— 
Guillain’s albuminocellular dissociation. 

In war-time cases the mortality was high, death 
occurring in eight of the thirty cases reported by 
Bradford, usually within ten days of the onset of 
severe symptoms. Most of the patients who survived 
tended to recover rapidly and completely within six 
months. In other series of cases fatalities have been 
rare. 

The syndrome is relatively frequent. It is sporadic, 
never epidemic, and is not limited to adults. Its 
duration ranges from one week to several months. 
Complete recovery usually results. 

E. S. Piatt, M.D. 


SPINAL CORD AND ITS COVERINGS 


Hurst, E. W.: Further Observations on the Patho- 
genesis of Experimental Poliomyelitis: Intra- 
thecal Inoculation of the Virus. J. Path. & 
Bacteriol., 1932, XXXVv, 41. 


Hurst discusses the problem of the distribution of 
the virus of poliomyelitis produced experimentally 
in monkeys by intrathecal inoculations. As prelim- 
inary experiments to the injection of the virus he 
injected several animals with dyes such as India ink 
and trypan blue and charted the distribution of the 
dyes. In his later experiments he found that the 
distribution of the virus in the brain did not in the 
least correspond to the usual meningeal distribution 
of either the dye in the control experiments or the 
virus in the control experiments. Frequently the 
earliest lesions were in the floor of the fourth ven- 
tricle. 

He concludes that there is as yet no evidence 
against an axonic entry of the virus in human 
poliomyelitis or indicating that participation of the 
cerebrospinal fluid is necessary for the spread of the 
virus through the nervous system. 

Lro M. Davinorr, M.D. 


SURGERY OF THE 
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Craig, W. McK., and Doyle, J. B.: Metastatic 
Epidural Abscess of the Spinal Cord and 
Recovery After Operation. Ann. Surg., 1932, xcv, 
58. 

According to the literature, emergency operations 
for the relief of compression of the spinal cord in 
cases of non-traumatic origin are not common and 
are usually performed for infections about the spinal 
canal. The reported high mortality and discouraging 
results can probably be traced to the virulence of the 
organism and the lowered resistance of the patient, 
but delay or neglect of operative interference may be 
a contributory factor. 

The authors report in detail a case which was 
under their care for more than a year and a half. 

There is no definite syndrome pathognomonic of 
epidural abscess. The clinical picture is likely to be 
characterized by evidence of an acute inflammatory 
process associated with symptoms of moderately 
rapid spinal compression. Pain of sudden onset and 
rapidly increasing severity may be a prominent 
symptom. In the case reported by the authors the 
pain was of this type. It was also radicular in distri- 
bution, and there was marked tenderness over its site. 

In the beginning of the illness the patient was 
hyperesthetic. Urinary retention developed. Ker- 
nig’s and Lasegue’s signs were present and more 
pronounced on the side of the pain than on the other 
side. The leucocyte count fell from 13,500 to 6,500 
and then rose to 19,000 at the time of operation and 
to 23,000 forty-eight hours after the operation. The 
temperature varied from 99.4 to 104 degrees F. The 
spinal fluid was yellow and clotted. Nine days 
before the operation the cerebrospinal fluid was 
normal, but on the day of the operation lumbar 
puncture withdrew a clear, lemon-colored viscid 
fluid which coagulated on standing. The lesion was 
in the thoracic or thoracolumbar region. 

The symptoms may be divided into two groups: 
those associated with inflammatory disease, such as 
headache, general malaise, fever, and leucocytosis, 
with or without evidence of bacterial invasion of the 
cerebrospinal fluid, and those suggesting irritation 
of one or more spinal nerve roots. The outstanding 
symptom of the second group is pain which often 
begins suddenly and increases in severity and may 
manifest the characteristics of so-called root pain. 
This may be followed by evidence of spinal com- 
pression such as weakness, diminished sensation, 
and failure of function of the sphincters. 


PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve 
Injuries (First Installment). Am. J. Surg., 1932, 
XV, I77. 

In the first chapter of this book on peripheral 
nerve injuries the authors review all of the available 
statistics on the incidence of such lesions. Most of 
the statistics are based on war-time material be- 
cause in civil practice no individual has sufficient 
material to make a profitable clinical study. In 
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the material reviewed the incidence of peripheral 
nerve lesions as reported by different observers 
ranged from 0.75 to 4.5 per cent of the total number 
of casualties and from 14 to 18 per cent of all 
injuries of the extremities. This difference is con- 
sidered to be dependent upon the amount of ma- 
terial constituting the basis of the individual reports, 
the influence of war on the character and accuracy 
of the observations, the variable intensity with which 
a search for such lesions was made in the various 
hospital centers, and the time after the injury that 
the investigations were made. The length of time 
elapsing after the injury doubtless sometimes per- 
mitted lesions to become cured before they were 
noted. 

Injuries of the three major nerves in the upper 
extremity are far more frequent than injuries of 
the nerves of the lower extremity. In the authors’ 
own material the individual nerves or groups of 
nerves were afiected in the following order: radial 
nerve, sciatic nerve, ulnar nerve, peroneal nerve, 
median nerve, and brachial plexus. Combined le- 
sions of the ulnar and median nerves were more 
common than other combined lesions. 

The second chapter deals with the taking of the 
history in cases of peripheral nerve injuries. The 
authors emphasize the necessity of a detailed chrono- 
logical history including the time and manner of 
injury, the initial treatment received, and the prog- 
ress of the neurological condition from the time of 
the injury until the taking of the history. The 
record of the progress of the condition should 
include a minute description of the progress of the 
motor disability; the character, localization, and 
date of onset of the subjective sensory disturbances; 
the objective sensory disturbances which may have 
been noted by the patient; and the evolution of 
trophic, vasomotor, and sensory disturbances and 
muscular atrophy. 

The examination should begin with a careful 
scrutiny of the site of the trauma for wounds, scars, 
and local changes. Then, motion, subjective and 
objective sensation, vasomotor changes, reflexes, and 
the electrical reactions of the affected muscles and 
nerves should be studied. 

In Chapter 3 the authors discuss the methods 
of examining for motor function. The necessity of 
differentiating between loss of motion due to paral- 
ysis of a muscle or muscles and that due to other 
cause such as local shock, pain, swelling, fractures, 
and dislocations is stressed. The positions and de- 
formities of the extremities characteristic of loss of 
function of the peripheral nerves, such as wrist- 
drop in radial nerve paralysis, foot-drop in peroneal 
nerve paralysis, the clawed fingers of ulnar nerve 
paralysis, and the ape hand of ulnar and median 
nerve palsies, are described in detail and illustrated 
by characteristic photographs. 

The degree of motility about a joint should be 
accurately determined by examination of both 
active and passive motion. The importance of hav- 
ing the parts in proper position with relation to 








adjacent parts and of evaluating influences such as 
gravity and supplementary movement is emphasized, 
Methods of exact quantitative estimation of range 
of motion and degree of motor deficiency are ex- 
plained in detail. Precise records for diagnosis, 
prognosis, and determination of progress are of the 
utmost importance. The factors involved in sup- 
plementary muscle movements are considered in 
detail, as are the conditions other than nerve injury 
which may produce defects in motion. The joint 
changes following lesions of the peripheral nerves 
are of a number of varieties and their causes are at 
times difficult to determine. Those due to direct 
joint involvement must be differentiated from those 
due to ischemic contracture and those of reflex 
sympathetic nervous system origin. Injuries of 
certain nerves produce characteristic changes in 
certain joints. 

While the shortening of opposing muscles is ob- 
served less frequently since the importance of proper 
splinting has been recognized, it may sometimes 
result from muscle spasm. Muscle spasms may be 
caused by an irritative lesion acting reflexly, a 
vascular lesion, or a painful lesion of an adjacent 
joint or bursa. They must be differentiated from 
so-called physiopathic reflex spasms and the fibrous 
shortening of ischemic or Volkmann’s paralysis. 

Measurement of tone can be done accurately only 
in the earliest stages after a wound to a peripheral 
nerve because later it may be complicated by 
secondary changes which on disappearing leave a 
hardening or fibrosis. 

Atrophy is also difficult to evaluate sufficiently 
to make it a valuable sign in determining the severity 
of a lesion. It is of definite aid only when it is seen 
soon after the injury. Replacement of a muscle 
mass by other tissues may suggest absence of 
atrophy, and a seeming atrophy may be due to 
disuse or factors other than trophic changes in the 
nerve supplying the individual muscle. The authors 
found a slightly greater percentage loss of muscle 
mass in severe incurable lesions than in recovering 
lesions. However, the difference was not suflicient 
to be of diagnostic or prognostic value. In general, 
lesions of the ulnar nerve cause the greatest atrophy 
and cause it rapidly, and lesions of the radial nerve 
cause the least. 


The authors found it profitable to study the lesions - 


of the ulnar, median, radial, tibial, and sciatic 
nerves by the distinctive changes they produced 
from the normal in the imprint of the hand or foot. 
The picture produced by a combined median and 
ulnar nerve lesion was also found to be distinctive. 
This graphic method shows not only the degree of 
atrophy, but also the deformity typical of the par- 
ticular lesion. Hae A. Haven, M.D. 


Sheppe, W. M., and Osterman, A. L.: Peripheral 
Neurosyphilis Affecting the Left Common 
Peroneal Nerve. Am. J. Syphilis, 1932, Xvi, 90 

The case reported was that of a man fifty-five 
years of age who complained of numbness and weak- 
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ness of the left foot. Examination revealed loss of 
sensory and motor function in the distribution of the 
common peroneal nerve. The patient gave a history 
of chancre thirty-six years previously and his spinal 
fluid showed a positive Wassermann reaction. A 
diagnosis of syphilitic peripheral nerve neuritis was 
made. Conservative anti-syphilitic treatment was 
promptly followed by improvement. 

The authors discuss the rarity of reports of similar 
cases, the differential diagnosis, and the importance 
of conservative anti-syphilitic treatment. 

Leo M. Daviporr, M.D. 


SYMPATHETIC NERVES 


Charbonnel and Massé: Some Periarterial Sympa- 
thectomies with Special Indications (A propos 
de quelques sympathectomies artérielles d’indica- 
tions spéciales). Bull. et mém. Soc. nat. de chir., 1931, 
lvii, 1473. 

Eight periarterial sympathectomies are reported. 
The operations were done for Raynaud’s disease, 
sclerodermia, Dupuytren’s contracture, Volkmann’s 
ischemic contracture, traumatic osteoporosis, and 
gangrene from postphlebitic periarteritis. 

In the first case of Raynaud’s disease sympathec- 
tomy of the left axillary artery was followed by a 
very good result. Raynaud’s disease is one of the 
clearest indications for periarterial sympathectomy. 
In a case of false Raynaud’s syndrome periarterial 
sympathectomy failed. When the patient was first 
seen he had symptoms of cardiac failure, main en 
griffe, and cyanosis of the extremities. The vaso- 
motor disturbances were more marked on the side of 
the griffe than on the other side. Periarterial sympa- 
thectomy was done because of the presence of an 
old axillary lesion due to a gunshot wound. 

In the third case reported a bilateral sympathec- 
tomy on the axillary artery was done for scleroder- 
mia and failed. In this disease cure is not expected, 
but the progress of the lesions may be arrested by 
improving the local circulation. Persistence of the 
depigmentation in the case reported supports the 
theory that the sympathetic is involved in the con- 
dition. The co-existence of sclerodermia with de- 
forming polyarthritis and hypercalcemia, possible 
evidences of hyperparathyroidism, has been noted. 
It is in cases of this type that parathyroidectomy and 
ligation of the blood supply of the parathyroids to 
cause atrophy seem to be beneficial. 

In the fourth case reported sympathectomy of the 
brachial artery performed for contracture of the 
palmar aponeurosis failed to cure, but alleviated the 
pain. The author suggests that in very early cases 
parathyroid therapy might be beneficial. 

In two cases, sympathectomy on the femoral 
artery was done for osteoporosis. In the first case it 
was followed by marked improvement, and in the 
second by a good result. 

The seventh case was that of a woman forty-one 
years of age who had fractured the right femur four 
years previously. The accident was followed after 
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two months by phlebitis of the left lower limb and 
ultimately by gangrene of the toes. A local cure was 
obtained by sympathectomy on the femoral artery. 
Three years later the patient developed aphasia 
without hemiplegia. This threw doubt on the first 
diagnosis of postphlebitic periarteritis, but the toes 
remained cured. 

In the last case, sympathectomy was performed 
on the brachial artery for Volkmann’s ischemic con- 
tracture and was followed by immediate ameliora- 
tion of the pain and slight improvement of the move- 
ments of flexion in the fingers and the movements of 
the thumb. The fingers remained in flexion. After 
many months the patient showed marked improve- 
ment, but the réle of the sympathectomy in the end- 
result is problematical. PACE. 


Leriche, R., and Fontaine, R.: ‘The Results of Sur- 
gical Treatment of Angina Pectoris (Les résultats 
actuels du traitement chirurgical de l’angine de 
poitrine). J. de chir., 1931, xxxviii, 785. 

Of 78 cases of angina pectoris reported by 50 
surgeons in the period from 1925 to 1931, a good 
result for more than a year was obtained in 26 
(33.3 per cent), a good result for less than a year in 
22 (28.2 per cent), and improvement in 15 (19.2 per 
cent). The result in 4 (5.1 per cent) is unknown. 
Death occurred on the first day after the operation 
in 5 cases (6.5 per cent) and between the second and 
thirtieth day following the operation in 6 (7.7 per 
cent). 

The authors state that the result of operation 
depends on the form, the initial severity, and the 
character of the angina and the type of operation 
performed. The chances of obtaining a cure by 
surgical treatment are best when the organic lesion 
of the heart is minimal. 

Today, sympathectomy in the cervicothoracic 
region is the operation of choice, vagotomy and iso- 
lated section of the depressor nerve having been 
abandoned since before 1925. The sympathectomy 
performed today is of the following 3 types: 

1. Removal of the entire cervical chain and the 
stellate ganglion. 

2. Removal of the entire cervical chain up to the 
level of the stellate ganglion, with section of the rami 
communicantes but preservation of the stellate 
ganglion. 

3. Removal of the stellate ganglion alone. 

Attempts to standardize the operation are di- 
rected toward saving the stellate ganglion, which is 
less dangerous, or removing that ganglion, which is 
more effective. 

Franck insists that removal of the ganglion with 
its sensory connections to the heart and aorta is 
necessary for a successful result. Various surgeons 
oppose removal of the ganglion because of its high 
mortality. In 1924, Leriche and Fontaine advised 
substituting ramisection for ganglionectomy, but 
after greater experience in clinical cases and research 
on rabbits they have come to the conclusion that 
careful surgical removal of the stellate ganglion is 
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not dangerous and is necessary to stop the motor 
(not the painful) phenomenon of constriction of the 
coronary arteries which leads to fibrillation and 
death. They believe that infection leading to empy- 
ema is a greater danger than any effect on the heart. 

The authors divide the 78 surgically treated cases 
of angina pectoris reported in recent surgical litera- 
ture into 4 groups according to whether the opera- 
tion was performed on one or both sides and whether 
ramisection or cervical sympathectomy was done. 

They draw the following conclusions: 

1. In properly selected cases removal of the 
ganglion is no more dangerous than extraganglionic 
methods of operation. 

2. The removal of the ganglion has resulted in cure 
after other procedures have failed. 

KELLOGG SpEED, M.D. 


MISCELLANEOUS 


Jacobi, H. G.: Infective Neuronitis: Report of a 
Case with Autopsy Observations. Arch. Jit. 
Med., 1931, xlviii, 764. 

In infective neuronitis an indefinite, acute febrile 
reaction is followed after varying intervals by mus- 
cular paralysis beginning in the lower extremities 
and involving the proximal rather than the distal 
muscle groups. At some period during the course of 
the disease facial paralysis and a sensation of ob- 
struction in the throat occur. Asa rule involvement 
of the spinal roots is evidenced by diminution of 
sphincter control and loss of sensation in the areas 
of distribution of the lower sacral segments. Changes 
in deep sensibility and the usual signs of peripheral 
neuritis are noted. 

Pathologically, the disease is characterized by 
widespread changes in the posterior ganglia, spinal 








roots, cells of the ventral horns, and Betz cells of 
the cortex. Davip J. Impastrato, M.D. 


Pette, H.: Experimental Studies on Animals with 
Regard to the ‘‘Dissemination of Virus”’ in the 
Nervous System. II. Inoculation of Herpetic 
Virus into the Sciatic Nerve (Tierexperimentelle 
Studien zur Frage der “Viruswanderung” im Ner- 
vensystem. II. Verimpfung von Herpesvirus in den 
N. ischiadicus). Deutsche Ztschr. f. Nervenh., 1931, 
CXXl, 144. 

In the experiments herewith reported Pette inoc- 
ulated herpetic virus into the sciatic nerve of rabbits, 
The nerve was dissected out, the inoculation ma- 
terial injected or rubbed into its proximal third, and 
the operative wound closed with clamps or suture. 

Of the forty-two animals inoculated in this man- 
ner, eighteen (43 per cent) were treated successfully. 
Just as after corneal inoculation, the entire central 
nervous system became infected. The virus ascended 
by way of the nerves. The spinal ganglia, posterior 
roots, and the spinal cord became involved in from 
three to five days after the inoculation. The involve- 
ment of the spinal cord began with meningeal in- 
filtration and was manifested by a pleocytosis. Even 
with diffuse and extensive advancement of the proc- 
ess into the cerebrum, the side of the inoculation and, 
in the brain, the temporal lobe and the floor of the 
third and fourth ventricles were chiefly affected. 
Histological examination revealed predominance of 
the reaction sometimes in the ectoderm and some- 
times in the mesoderm. In addition to pleocytosis 
and fever, there were sometimes severe symptoms 
as in Heine-Medin disease. In cases of predomi- 
nantly cerebral involvement (unilateral) there were 
convulsions. Death occurred in status epilepticus 
or from respiratory paralysis. GRUETER (0). 
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CHEST WALL AND BREAST 


Bloodgood, J. C.: Borderline Breast Tumors. Am. 
J. Cancer, 1932, XVi, 103. 

Bloodgood calls attention to the fact that none 
of the non-encapsulated cystic adenomata which 
were classed as benign in an article published by 
him in 1921 has proved malignant after ten years’ 
observation. 

In this article he discusses clinically benign con- 
ditions of the breast for which operation is not in- 
dicated. Borderline breast tumors in the clinical 
group are those in which, no matter what the signs 
or symptoms, malignancy cannot be ruled out with 
certainty. 

Borderline breast tumors prepared for microscopic 
examination and submitted to experienced patholo- 
gists for diagnosis yielded various opinions. Blood- 
good is convinced that in borderline cases in which 
the surgeon is uncertain of his macroscopic diag- 
nosis and the pathologist is uncertain of his frozen- 
section diagnosis, it is justifiable to remove the tumor 
alone and submit the sections to a number of 
pathologists of larger experience if possible. If the 
majority regard the neoplasm as malignant, the 
complete operation may follow; otherwise the breast 
can be saved. 

Since 1925, benign lesions have outnumbered 
malignant lesions. Frozen-section diagnosis in the 
operating room is more necessary to prevent the 
immediate complete operation for cancer when the 
lesion is benign than to prevent the overlooking 
of a malignant lesion. 

The largest number of borderline tumors difficult 
to differentiate from cancer are found among the 
cystic adenomata, encapsulated and non-encap- 
sulated; the intracystic papillomata in which the 
papilloma fills the cystic cavity; areas of chronic 
cystic mastitis in the walls of benign blue-domed 
cysts; and breasts with chronic cystic mastitis. 
Many photomicrographs of these conditions are 
included in the article. 

Clinically benign tumors of long duration are 
very difficult to diagnose. The most helpful clinical 
evidence against malignancy is youth of the patient 
(under twenty-five years). 

Cancer and chronic cystic mastitis are very rarely 
associated. The danger of cancer in a papillomatous 
cyst has been exaggerated. Bloodgood has no 


evidence that the breast with chronic cystic mastitis 
(Schimmelbusch) is more likely to develop cancer 
than other breasts. He believes that there is no jus- 
tification for the removal of a breast which is not 
involved by cancer in order to protect the patient 
from a possible future cancer. 

NaTHAN N. Croun, M.D. 
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Lee, B. J., and Pack, G. T.: Irradiation of Mam- 
mary Cancer, with Special Reference to Meas- 
ured Tissue Dosage, an Evolution Toward an 
Ideal Method. Acta radiol., 1931, xii, 416. 


That pre-operative external irradiation is of value 
in the treatment of mammary carcinoma is proved 
by the occasional regression of tumors subjected 
to it, the histological changes it produces, and the 
better clinical end-results obtained in cases in which 
it is used. An efficient devitalizing dose cannot be 
delivered by external irradiation alone. For the 
delivery of an efficient dose, interstitial irradiation 
is necessary. 

The tissue dose delivered to the tumor by external 
irradiation and gold radon seeds used interstitially 
should be measured and expressed in skin-erythema 
units. This dose should be prescribed. 

Tables prepared in the physical department enable 
the clinician to translate into terms of skin-erythema 
units the tissue dose delivered, whether by external 
or by interstitial irradiation (i.e., by gold radon 
seeds). 

The clinical experiments described in this article 
have made possible the determination of the lethal 
dose of irradiation for carcinoma of the breast. 
The tissue dosage necessary to effect destruction 
of a radioresistant mammary cancer 3 cm. in diam 
eter or less is 12 (1,200 per cent) S.E.D. The de- 
vitalizing dose for the most radioresistant carci- 
nomata from 3 to 6 cm. in diameter is at least 13 
(1,300 per cent) S.E.D. 

The method of gold radon-seed implantation is 
unsuitable for tumors more than 6 cm. in diameter. 

The mammary gland will tolerate safely an enor- 
mous dose of interstitial irradiation. 

Interstitial irradiation of the axilla is a difficult 
problem. If radon implants (whether gold seeds or 
gold tubes) are placed too near the apex of the 
axilla, serious neuritis may ensue. 

The danger of spreading the disease by the 
method of interstitial irradiation was considered. 
The authors noted no evidence of such dissemination 
in the cases studied. Preliminary external irradia- 
tion lessens this danger. 

All irradiation should be given in a period of 
three weeks. 

If surgery is contemplated, six weeks should 
elapse following interstitial irradiation before radical 
amputation is done. 

Delay in the healing of the operative wound is 
due to one or more of the following three factors: 
(1) excessive interstitial irradiation, (2) undue wound 
tension, and (3) a short time interval between inter 
stitial irradiation and surgical intervention. 

Of the authors’ patients who were primarily 
operable and were treated by interstitial irradiation 
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and radical surgery, 86 per cent are alive without 
evidence of cancer one year and six months after the 
beginning of the treatment. 

Pulmonary fibrosis following interstitial irradia- 
tion of the breast is infrequent and of little im- 
portance. 

The technique of external irradiation and the 
interstitial use of gold radon seeds in measured 
tissue dosage is not proposed as a routine pre- 
operative measure, but is justified in selected cases 
of small, well-defined carcinoma of the breast. 

The authors’ experience in the development of 
methods for the irradiation of mammary cancer 
forces the conclusion that the technique of gold 
radon-transfixation tubes in the breast, axilla, and 
paramammary regions is the most effective means 
yet devised for the destruction of mammary cancer 
and its accessible metastases. It should never be 
employed as a pre-operative measure, but may well 
be considered as a substitute for radical surgery. 


Keynes, G.: The Radium Treatment of Carcinoma 
of the Breast. Bril. J. Surg., 1932, xix, 415. 


The author reviews the problem of breast cancer 
from the standpoint of surgery as well as from that 
of radium treatment and reports his experience with 
the use of radium alone or combined with surgery 
in 171 cases. In the first 50 cases cited the diagnosis 
of carcinoma was proved by biopsy at the com- 
pletion of the first course of treatment. Because of 
the development of local metastases in the incisions, 
biopsy was then abandoned and the diagnosis based 
on the symptoms, signs, and response to treatment. 
The following questions are considered: 

1. Can the primary growth in the breast be 
eradicated by radium? 

2. Can secondary growths in lymphatic glands 
be eradicated, and what limits can be set to the 
treatment? 

3. Can radium be used to cure or alleviate the 
disease in cases which are inoperable? 

4. Are the final results obtained with radium 
alone or combined with surgery in “inoperable” 
cases as good as, worse than, or better than, those 
obtained with surgery alone? 

The 2 chief methods used in treating mammary 
carcinoma with radium are: (1) external irradiation 
with a comparatively large quantity of radium, 
and (2) interstitial irradiation with a smaller quan- 
tity. The latter method was adopted in 1922. Small 
units, platinum needles having walls o.5 mm. thick, 
containing 1 mgm. of the element to 1.6 cm. of 
active length, and varying in active length up to 
4.8 cm. were employed and the time of irradiation 
prolonged by several days. At first this treatment 
was used for recurrences. The first primary growth 
was irradiated in 1924. Four treatments were given. 
The growth disappeared and the patient has been 
well ever since. 

The technique used today includes treatment of 
2 main areas; (1) the breast and primary growth, 
and (2) the accessible lymphatic areas. The ac- 


cessible lymphatic areas require an almost constant 
amount of radium, whereas the amounts required by 
the breast and primary growth depend upon the 
size of the breast. The best results in the breast 
seem to be obtained by using needles containing 
3 mgm. in an active length of 4.8 cm. The needles 
are implanted 0.5 cm. apart and as far as possible 
in a plane deep to the growth, usually in the plane 
of the pectoral fascia. By this procedure burning 
of the skin is avoided, the main lymph channels 
draining the breast and running in this plane are 
irradiated, and the tumor itself is adequately treated 
without danger of causing local sloughs such as 
might occur if the needles were placed in the tumor 
itself. 

The treatment of the lymph channels is directed 
first to the channels along the border of the pectoral 
muscle to the axilla, the axillary glands, and the 
supraclavicular and infraclavicular glands. The 
anterior mediastinal glands are treated by placing 
a needle in each of the first 4 intercostal spaces. The 
needles are left in position for seven days. 

A decrease in the size of the tumor is usually 
apparent within a fortnight after removal of the 
needles. As this may continue for four or five 
months, further treatment should be delayed for 
several months. In the 171 cases reviewed there 
were no injuries to the axillary nerves or vessels. 

Radium irradiation may be used after local 
surgical removal of the growth, before simple 
mastectomy, and as a prophylactic measure after 
the radical operation. 

The author believes that the incidence of metas- 
tasis is no greater after radium treatment than 
after surgery, and that the results of radium treat- 
ment compare favorably with those obtained by 
any other form of treatment. He states that for 
advanced inoperable tumors radium irradiation is 
the treatment of choice. For the intermediate 
“inoperable” group, it may be combined with 
radical or conservative operation. In cases of early 
tumor radical operation is unnecessary as excellent 
results can be obtained from the use of radium alone 
or combined with very conservative surgery. 

FRANK B. Berry, M.D. 





Lynham, J. E. A.: Pre-Operative and Postopera- 
tive Treatment of Cancer of the Breast by 
Radiation (Metastasis Excluded). Bril. J. 
Radiol., 1931, iv, 534. 


A compilation of statistics on cancer of the breast 
in England and Wales showed that 56,624 women 
and 330 men died of the disease within ten years. 
A yearly tabulation shows an absolute increase year 
by year despite earlier diagnosis, improvement in 
surgical technique, and the use of radiological and 
other methods of treatment. 

The prognosis depends not so much on the histo- 
logical character of the lesion as on the stage of 
involvement when the case is first seen. All varieties 
of lesions have an inherent tendency to cause death. 
“arly local lesions without involvement of the skin 
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or glands or adhesions to deep tissues should be 
treated surgically. Because of the danger of dis- 
seminating mobile cancer emboli, manipulation 
should be limited. 

Only a small number of cases reach the surgeon 
in the early stages of the disease. The average known 
duration before treatment is sought ranges from six 
to fifteen months. In from 75 to 95 per cent of cases 
examination reveals skin involvement, adhesions to 
muscles, invasion of glands, or distant metastases 
when the patient is first seen. 

Metastases may be formed by way of the blood 
stream in any part of the body, but involvement of 
the skeleton suggests retrograde embolism through 
the veins. 

Although figures relating to five-year survivals 
are of some value, those based on survival for ten 
years permit a more accurate estimate of the various 
methods of treatment. Figures from the London 
Medical Society indicate that the critical periods 
for recurrence are the first three years and the 
eighth, ninth, and tenth years after excision. 

Irradiations of all types have been employed in 
an endeavor to ascertain definite laws of biological 
reaction to malignant tumors. Experimental find- 
ings suggest that it is possible to confer a certain 
degree of immunity to a tumor by roentgen-ray 
irradiation, but that the effect is mainly a local 
one and is somehow involved with an influence on 
the skin and certain mild changes in the white cells 
of the blood. 

The question of late metastases is of vital im- 
portance in relation to radiology. Cells in active 
mitosis are more radiosensitive than cells in a resting 
stage. Although many attempts have been made to 
distribute the irradiation dose so as to influence the 
cells during the sensitive phase of their evolution, 
some of the cells escape destruction and the tumor 
therefore regrows. In order to destroy the tumor, 2 
separate effects must be considered, the lethal effect 
on the actively dividing cells and the cumulative 
effect on the resting cells of the neoplasm. The 
technique of treatment has been based largely on 
theories as to the effects produced on cells in active 
division. At first, massive single treatments were 
urged, but later divided doses of less intensity were 
advocated. In breast carcinoma the saturation 
method suggested by Kingery and developed by 
Pfahler has given more satisfactory results than 
were obtained either by massive intensity or weaker 
dosage distributed over a long period. Successful 
results appear to depend on whether the treatment 
can accomplish a dual objective—extinction of 
actively dividing cells and ultimate inhibition of 
activity of cells which are latent. 

The introduction of postoperative irradiation was 
due to the failure of operation to eradicate carcinoma 
of the breast in a large number of cases. Its purpose 
is to destroy possible active dividing cells growing 
in the tissues and to control latent cells. This is 
accomplished by the use of divided doses of low 
intensity extended over a prolonged period. Treat- 
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ment for the control of latent cells should be con- 
tinued over the period during which metastases 
most commonly appear viz., the third year after 
the operation. 

Pre-operative irradiation may be given by the 
superficial application of radium. In this way it is 
possible, theoretically, to inhibit carcinoma in the 
breast and the lymphatics temporarily without 
causing a serious disturbance of the body. Evidence 
gained from the treatment of inoperable cases and 
recurrences shows that radium irradiation may prove 
ultimately to be superior to all other measures. 
The opportunities of testing the efficacy of telecurie- 
therapy with large masses of radium have been very 
limited. Treatment with the X-rays has been more 
widely employed, and in the near future figures 
should be produced which will indicate its value. 
The most satisfactory reports come from centers 
where voltages of from 120 to 150 kv. are used with 
heavy filtration to prevent injury of the skin and 
with relatively prolonged exposures. 

The methods generally employed are: 

1. Massive treatment given at a single sitting 
or in a few days in an attempt to destroy scattered 
cells which may exist in tissues after surgical re- 
moval of the tumor. The author has found this 
treatment unsuccessful as either serious damage is 
done to normal tissues or the dosage is insufficient 
to exert an inhibiting effect on malignant cells. 

2. The saturation dose advocated by Kingery and 
Pfahler. This will inhibit malignant cells and stimu- 
late normal cells of the body in their resistance to 
invasion. The initial dose is given at a reasonable 
interval after operation and is followed by other 
doses given on approximately alternate days, tissue 
reaction being kept nearly at the maximum for 
about two weeks. 

3. Intermittent treatment given at intervals of 
from three to seven days. This is intended to pro- 
voke a continuous biological reaction of the normal 
tissues to the malignant cells. It is extended over a 
considerable time with intermissions for recovery. 

4. Divided doses of weak intensity administered 
for from one to three years. The value of this 
treatment lies in the fact that the patient is kept 
under continuous observation. 

The author has adopted a modification of Pfahler’s 
method. The production of a mild reaction in the 
tissues is followed by spaced-out treatments ex- 
tended over two or three months, then an interval, 
and then repeated treatments of diminishing in- 
tensity. Time must elapse before the results can be 
reported. 

The area of the body to which prophylactic irradia- 
tion should be administered is still to be determined. 

For postoperative irradiation, Pinch employs 120 
mgm. of radium to irradiate the scar area, the axilla, 
the supraclavicular and infraclavicular fossw, and 
the internal mammary region. A screen of 2.0 mm. 
of lead is used. The exposure is six hours daily for 
five consecutive days. The treatment is sometimes 
repeated after an interval of eight weeks. In the 
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author’s opinion the application of Columbia paste 
molds to the neck and chest has not improved the 
results. Telecurietherapy is becoming more widely 
used. Sampson Handley reported a method of 
inserting radium needles into the tissues in the lines 
of lymphatic drainage as an adjunct to amputation 
which improved his results. More recently, Keynes 
has advocated the surgical use of radium in pref- 
erence to operation. He inserts radium needles in 
and around the tumor and along the lymphatics. 
However, the author is convinced that after this 
treatment active carcinoma cells may still be found 
on section. He therefore believes it wiser to treat 
the lymphatic areas and the tissue around the growth 
first in order to establish a barrage around the tumor 
before incurring the danger of releasing active cells 
by radium puncture. If radium is used exclusively, 
a prolonged course of roentgen irradiation should be 
given as a prophylactic measure. 

A lethal dose of the X-rays to the exposed cells 
at the time of operation when the wound is open 
is not to be recommended as experience shows that 
it is followed by rapid recurrence. 

In conclusion the author urges that systematic 
records be kept of the various types of pre-operative 
and postoperative irradiation treatments, and that 
an international committee be formed for the de- 
velopment of systematic and organized methods of 
education and policy. In discussing the latter he 
cites the British Institute of Radiology which has 
acquired an important position in relation to all 
aspects of radiological practice and procedure, and 
particularly with regard to education. 

The article has an extensive bibliography. 

A. James Larkin, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Hudson, W. A.: Lung Abscess. RKudiology, 1932, 
XV111, I. 

Hudson defines lung abscess as a destructive proc- 
ess in the lung tissue originating within the lung 
itself as the result of invasion of the lung by pyogenic 
micro-organisms. Suppurative processes of the 
pleural cavity, such as empyema and tuberculous 
cavities, are excluded. 

While all pus-forming bacteria causing lung 
abscess produce roentgen evidence of much the same 
character, lung abscesses caused by some micro- 
organisms present certain features in a more striking 
manner than others. For instance, abscesses caused 
by the fusospirochxtal organisms of Vincent are 
prone to spread rapidly without regard to fascial 
planes or lobar boundaries and are associated with a 
foul odor, while abscesses caused by Friedlaender’s 
bacillus may spread less rapidly and seem to excavate 
the lung. 

The roentgen evidence of various types and loca- 
tions of abscesses is reviewed with illustrative case 
reports, and the differential diagnosis between lobar 
pneumonia, massive and localized atelectasis, em- 
pyema, and lung abscess is discussed. 


The author emphasizes the importance of roent- 
genological help in the treatment of lung abscesses, 
He believes that the roentgenologist should be able 
to aid in suggesting the proper procedure. 

Approximately 50 per cent of acute lung abscesses 
heal without treatment. In cases requiring treat- 
ment the author has found conservative active 
methods most satisfactory. 

Hudson reports nineteen cases of lung abscess. 

Carv R. Steinke, M.D, 


Bettman, R. B.: The Treatment of Acute Empyema 
Surg., Gynec. & Obst., 1932, liv, 39. 

The objectives in the treatment of acute empyema 
are removal of the pus, sterilization of the pleural 
cavity, and re-expansion of the lung. 

The closed method of drainage is the most physio- 
logical as it least disturbs the mechanism of respira- 
tion and it aids expansion ef the lung. 

The treatment of empyema should be delayed if 
possible until the pneumonia has subsided. How- 
ever, the character of the temperature is probably 
the best indication of the time at which drainage 
should be done. As a rule drainage should be estab- 
lished at the most dependent portion of the empy- 
ema cavity. The point of choice is usually somewhere 
in the eighth or ninth interspace in the posterior or 
midaxillary line. 

The method of repeated aspiration is still occa- 
sionally used, especially in the cases of children, but 
it is no simpler than the trocar method. The latter 
consists in introducing a catheter through a trocar 
into the empyema cavity under local anesthesia by 
a technique which prevents the entrance of air. In 
the cases of larger children and in those of adults, a 
larger tube (Pezzer catheter) is introduced through a 
specially constructed thoracotome and re-inforced by 
a silver tube. 

After the catheter is in place, suflicient pus is 
removed to relieve respiratory embarrassment. In 
the cases of children, a maximum of 250 c. cm., and 
in the cases of adults, a maximum of 500 c¢. cm. is 
removed, depending on the size of the cavity. There- 
after the aspirations are continued every three hours 
and Dakin’s solution is injected. The Dakin’s solu- 
tion both sterilizes the cavity and liquefies its con- 
tents. General treatment is begun as soon as 
possible. 

If the lung does not expand readily, blow bottles 
may be used. When blow bottles are employed the 
end of the catheter should be open to permit escape 
of the air. 

The treatment is continued until the empyema 
cavity is obliterated. As a rule obliteration of the 
cavity requires about six weeks. 

In the presence of a bronchial fistula the treat- 
ment is the same except that the end of the drainage 
catheter is submerged under water to permit the 
escape of intrapleural air and the irrigation is done 
with saline solution instead of Dakin’s solution. _ 

The closed method of drainage is as adequate In 
bilateral empyema as in the unilateral type. 
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Encapsulation and interlobular empyemata occa- 
sionally require rib resections to eliminate the cavity. 

In the presence of pneumonia, aspiration is done 
more frequently with the withdrawal of smaller 
amounts of fluid in order to leave a sufficient quan- 
titv of fluid in the chest cavity to splint the diseased 
lung. An almost equal quantity of Dakin’s solution 
or saline solution is then re-injected. 

Witiiam J. TANNENBAUM, M.D. 


HEART AND PERICARDIUM 


Burwell, C. S., and Strayhorn, W. D.: Concretio 
Cordis: I. A Clinical Study, with Observations 
on the Venous Pressure and Cardiac Output. 
Arch. Surg., 1932, Xxiv, 100. 

Studies carried out by the acetylene method of 
Grollman in a case of concretio cordis in a man 
thirty-six years of age showed the cardiac output per 
minute to be lower than in any normal person 
studied and 36 per cent lower than an average of a 
series of normals. The output per beat varied be- 
tween 18 and 26 c. cm., in contrast to the normal of 
between 55 and 8o c. cm. With exercise, the output 
per beat remained almost exactly at the resting 
level, but the total cardiac output per minute in- 
creased from 2.4 liters to 4.1 liters and the pulse 
rate from 106 to 144. 

The essential defects in the circulation revealed 
by these studies were limitation of the diastolic filling 
of the heart by the encircling scar tissue and con- 
sequent fixation of the output per beat at an ab- 
normally low level. The limitation of the output 
per beat made it impossible for the output of the 
heart per minute to increase except as the result of 
an increase in the already rapid cardiac rate. The 
cedema and ascites were due, not to the decrease in 
the cardiac output, but to the increase in the 
venous pressure to 240 mm. of water. 

In another case of concretio cardis in which 
similar studies were made some months after success- 
ful decortication of the heart, the findings showed no 
essential variation from the average normal values. 

Epwarp D. Cruurcuiit, M.D. 


Trout, H. H.: The Release of Pericardial Adhesions 
Arch. Surg., 1931, xxiii, 966. 


The author gives a complete review of the surgical 
treatment of pericardial adhesions as reported in the 
literature up to 1930. The article is supplemented 
by a bibliography of 96 references. 

The operations for the release of pericardial adhe- 
sions are divided into 2 groups: (1) those that 
release the adhesions between the pericardium and 
the surrounding structures, and (2) those that re- 
move a portion of the leather-like pericardium from 
around the heart and release the adhesions between 
the pericardium and the heart. The former include 
Brauer’s operation, and the latter, Delorme’s opera- 
tion. 

Trout tabulates 43 cases in which a Delorme oper- 
ation was done and 54 in which a Brauer operation 
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was performed. He states that as it is impossible to 
say how many of these cases are duplicated. the 
exact number of cases operated upon is not known. 
However, he believes a conservative estimate would 
be about roo. 

A brief review of congenital anomalies of the peri 
cardium and of autopsy statistics on pericarditis is 
given. The unknown cause of rheumatism is usually 
regarded as chiefly responsible for the formation of 
pericardial adhesions. However, streptococci, pneu 
mococci, and staphylococci of various types, the 
tubercle bacillus, the gonococcus, and influenza ba 
cilli have been reported as being intimately related 
to the development of adherent pericarditis. Six 
cases of primary tuberculous pericarditis have been 
reported in the literature since 1900. In 1001, Wells 
concluded that tuberculous pericarditis develops in 
about 5 per cent of cases of active tuberculosis. This 
conclusion was based on 1,045 autopsies. Calcareous 
deposits in the pericardium and its adhesions have 
been found in 96 cases. Case reported o1 of these 
cases in 1923 and gave a list of all articles on the 
condition appearing in the literature up to that time. 
The author suggests that calcareous pericarditis may 
be the result of tuberculous invasion. 

The diagnosis of adhesive pericarditis is extremely 
difficult. Trout reviews the signs of the condition 
and the aids to diagnosis which have been mentioned 
in the literature. He states that no one person has 
had the opportunity to study a sufficient number of 
cases to determine the most common signs and 
symptoms and the laboratory procedures yielding 
the most conclusive evidence of the condition. The 
aids to diagnosis include X-ray examination, electro 
cardiography, estimations of the venous pressure. 
the presence of marked stasis with a small heart, and 
an intermittent pulse during respiration. For cases 
in which the adhesions are between the pericardium 
and the surrounding structures, particularly the dia 
phragm, the author advocates a left phrenicotomy 
in addition to the Brauer operation. He discusses 
the choice of anesthesia and the various methods of 
approaching the pericardium, and reports in detail 
a case in which he performed the Delorme operation. 

C. G. SHearon, M.D 


C2SOPHAGUS AND MEDIASTINUM 


Klestadt, W.: Errors in the Diagnosis and Treat- 
ment of Foreign Bodies in the sophagus and 
Intermediate Air Passages (Ueber Fehldiagnose 
und Fehltherapie bei Fremdkoerpern der Speise 
roehre und der mittleren Luftwege). Muenchen. med. 
Wehnschr., 1931, li, 1790, 1833. 

Mistakes in the diagnosis of foreign bodies in the 
cesophagus and medium-sized air passages are usually 
due to failure of the physician to consider the history 
with the symptoms. As the result of delay in the 
diagnosis, complications develop. The author cites 
the case of a fourteen-year-old boy who was treated 
for a long time for pneumonia in spite of the fact 
that he gave a history of having swallowed a collar 
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button. When an attempt was finally made to re- 
move the impacted button the bronchial wall was 
torn and hemorrhage resulted from a nearby vein. 

Significant statements and symptoms of irrita- 
tion of the respiratory passages are often disregarded. 
In cases of foreign body in the lung, a diagnosis 
of bronchitis, bronchopneumonia, bronchiectasis, 
whooping cough, or closed tuberculosis is frequently 
made. Among patients with a foreign body in the 
larynx who were admitted to the author’s clinic 
were five children who were referred with the diag- 
nosis of post-diphtheritic laryngeal stenosis. In cases 
of foreign body in the oesophagus the use of the 
bougie is associated with danger. When the neck 
and thoracic organs are normal, cesophagoscopy 
may be substituted for it. (&sophagoscopy con- 
siderably improves the prognosis because it permits 
immediate treatment. When the physician is unable 
to make an cesophagoscopic examination, roentgen 
examination is imperative. In cases in which there 
is good reason to suspect a foreign body, an endo- 
scopic examination should be made even if the 
roentgen examination is negative. Children consti- 
tute 40 per cent of patients with foreign body. 

Expectant treatment is contra-indicated. Dental 
work is a frequent cause of foreign body. It was 
responsible in 2 of 42 cases of foreign body in the 
air passages and 24 of 121 cases of foreign body in 
the cesophagus seen by the author up to 1927. 

Attempts to remove a foreign body from the 
cesophagus by a blind technique may result in 
severe injury. The author has seen cases in which 
foreign bodies with sharp edges were thereby forced 
still deeper into the oesophageal wall. Such acci- 
dents may usually be avoided by cesophagoscopy. 
For cases in which hypopharyngoscopy is done, 
Klestadt recommends the use of a Brueggemann 
forceps. In some cases it may be necessary to sup- 
plement cesophagoscopy by surgical intervention 
through the neck or stomach. 

In conclusion the author again emphasizes that 
the patient’s fate depends in large measure on the 
physician who is first consulted. 

In 162 cases of foreign body reviewed by the 
author there were 14 deaths. In 4 of the fatal cases 
the death was due to technical difficulties, and in 3 
to too long delay of treatment. In 3, the physician 
previously treating the patient was partially to 
blame for the outcome, and in 4 he was entirely 
responsible for it. Sacus (H). 


Campian, A.: Dilatations of the Hsophagus (Ueber 
die Speiseroehrenerweiterungen). Orvosképzés, 1931, 
Xxl, 258. 
After reviewing the recent literature on dilatation 
of the oesophagus, the author reports two cases. 
In the first case the patient was a forty-eight-year- 
old man who had had difficulty in swallowing for 
some time. When he was admitted to the hospital, 
this condition had become so severe that he could 
no longer swallow even liquids. He was greatly 
emaciated. On cesophagoscopic examination it was 
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seen that the lumen of the cesophagus gaped and 
the mucous membrane was relaxed. During the 
entire examination the lumen of the oesophagus did 
not once close. The cardia appeared normal. Later 
it was found that the patient had tabes. The author 
was of the opinion that the dysphagia was due not 
so much to insufficient activity of the oesophageal 
musculature as to the imperfect innervation of the 
sphincter of the cardia; that it was not spasmodic, 
but the result of failure of relaxation of the sphinc- 
teric muscle. Such dysphagias may occur very 
early in tabes, even before other, generally known 
symptoms are demonstrable. 

In the second case the patient was a twenty-three- 
year-old man who had been ill for four years. He 
had had occasional pains in the stomach region and 
had been treated for hyperacidity. Recently he 
had had difficulty in swallowing solid food. During 
meals he suffered from vertigo, headache, and back- 
ache. These symptoms ceased when, after the meal, 
he vomited all that he had eaten. Roentgen ex- 
amination and csophagoscopy revealed idiopathic 
dilatation of the cesophagus. 

The author states that, according to Rosenheim, 
dullness can be demonstrated between the sixth 
and ninth ribs in the presence of oesophageal dilata- 
tion if the oesophagus is filled. He describes the 
details of the cesophagoscopic and roentgenological 
examinations. 

If dilatation is prescribed the patient’s own 
observations should be taken into consideration. 
Examination of the autonomic nervous system is 
also indicated in every case. Therapy directed to 
this system often gives good results. In idiopathic 
dilatation of the oesophagus, mechanical dilatation 
of the cardia gives the best and the most lasting 
results. However, the patient must remain under 
treatment practically all the rest of his life. Opera- 
tive therapy is to be considered only when the 
dysphagia cannot be influenced by treatment with 
the sound. Operative interventions which have for 
their object the removal of the dilatation should be 
avoided because they endanger life. 

GrEoRG KEREKES (H). 


McDonald, S., Jr.: A Case of Reticulum-Cell Car- 
cinoma of the Thymus. J. Path. & Bacteriol., 
1932, XXXV, I. 


The classification of thymic tumors presents con- 
siderable difficulty because of differences of opinion 
regarding the histogenesis of normal thymic tissue 
and differences in the nomenclature adopted by 
various investigators. McDonald accepts Maxi- 
mow’s theory. According to the latter, the small 
cells of the thymus are derivatives of the perl- 
vascular mesenchymal lymphocytes which wander 
into the primitive epithelium of the thymus at an 
early date, and the original cylindrical epithelium 
of the gland changes its character and is converted 
into a reticulum-cell mass. Whereas the cortex 
takes origin in this manner, the medulla develops 
later by hyperplasia of the epithelial reticulum, 
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partial disappearance of the lymphocytes, and the 
formation of Hassall’s corpuscles from the epithelial 
cells. The greater part of the argentophile reticulum 
is concentrated about the blood vessels. Thus, 
histogenetically, the majority of the reticulum cells 
of the adult thymus, with the exception of a few 
perivascular mesenchymal cells, are of entodermal 
origin, while the lymphocytes are purely mesodermal 
origin. 

On this embryonic basis malignant thymic neo- 
plasms might be expected to arise as follows: (1) 
spindle-cell sarcomata from the capsule and inter- 
lobular connective tissue; (2) carcinomata from the 
reticulum cells and Hassall’s corpuscles; and lympho- 
sarcomata from the lymphocytes. 

The author's conclusions are summarized as fol- 
lows: 

1. The origin of thymic carcinoma from the 
reticulum cells is clearly demonstrated. 

2. The neoplastic reticulum cells exhibit great 
pleomorphism, but it is usually possible to find 
more differentiated types comparable to the normal 
cells. 
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3. The arrangement of the parenchyma exhibits 
considerable variation in different cases and even 
in the same case. The common types appear to be 
alveolar and reticular. 

4. The existence of Hassall’s corpuscles in thymic 
carcinomata is an extremely variable phenomenon 
and cannot be cited as a necessary criterion of 
thymic origin. 

McDonald reports a neoplasm of the thymus in 
a man fifty-nine years of age which belonged defi- 
nitely to the group of carcinomata derived from 
thymic reticulum cells. Its histological appearance 
was masked to a certain extent by inflammatory 
and degenerative changes. The arrangement of the 
parenchyma was of the reticular type. There was 
no tendency toward a perivascular arrangement of 
the lymphocytes. Hassall’s corpuscles were absent. 
The tumor appeared to be of a relatively low grade 
of malignancy and was strictly localized, there being 
no evidence of infiltration of neighboring lymph 
glands. The author believes that it originated in a 
portion of involuted thymic tissue. 

Josep K. Narat, M.D. 








GASTRO-INTESTINAL TRACT 


Laurell, H.: The Problem of the Development of 
Gastric Diverticula in the Region of the Cardia 
and Zenker’s Diverticula of the (sophagus. 
Also a Contribution on the Mechanism of 
Swallowing (Zur Frage der Entstehung kardia- 
naher Magendivertikel und Zenkerscher Oesopha- 
gusdivertikel. Zugleich ein Beitrag zum Schluck- 
mechanismus). Acta radiol., 1931, xil, 455. 

The author reports a case of transient diverticulum 
of the stomach in the region of the cardia and dis- 
cusses the causes leading to the formation of di- 
verticula in that region. Such diverticula are found 
most frequently during or after middle age and 
more frequently in women than in men. In some 
cases they may be of traumatic origin. The author 
believes that most of them are pulsion diverticula, 
and that an essential factor in their formation is 
the decrease occurring in the pressure in the upper 
part of the abdomen when the body is in the erect 
position. He is of the opinion that this decrease 
in the pressure is more pronounced in women with 
a lax abdominal wall than in men. 

The development of Zenker’s diverticulum of the 
cesophagus is favored to a certain extent by the 
decrease in pressure which occurs behind the 
cesophagus during a short period of the swallowing 
process when the diverticulum begins to fill. 

With regard to the buccopharyngeal phase of 
deglutition the author states that rapid passage of 
the mouthful through the pharynx depends primarily 
upon a combined mechanism consisting of pressure 
and suction and secondarily upon the peristalsis of 
the pharynx. 


Henning, N.: Gastritis Following Operations on 
the Stomach (Die Gastritis des operierten Ma 
gens). Mitt.a.d.Grenzgcb.d. Med. u.Chir., 1931, xiii, 
401. 


The study herewith reported was undertaken to 
find an explanation for symptoms occurring after 
operations on the stomach and representing opera- 
tive failure. 

Gastroscopic examinations were made of thirty 
five patients who came to the University Clinic 
at Leipzig because of such symptoms. In every 
instance these were preceded by a most detailed 
clinical examination and a study of the morphologi- 
cal findings of X-ray examination. In fifteen cases 
a gastro-enterostomy had been performed, and in 
the remainder a more or less extensive resection 
of the Billroth I type. The operation had been 
done from one to twelve years previously. There 
was a similar variation in the duration of the relief 
afforded by the operation. Some of the patients 
stated that they had not been freed of their com- 
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plaints at any time, while others said they had 
been entirely well for a period of months or years, 
One patient had been free from symptoms for twelve 
years. 

The complaints were not uniform, but a number 
of disturbances were described by most of the pa- 
tients. The most frequent was diffuse epigastric 
pain. The pains were usually described as bearing 
down, and sometimes as cramp-like. They usually 
occurred after eating, but were present also for 
long periods independently of food-taking. The 
statement that the pains were aggravated by bodily 
movements was made fairly regularly. The occur 
rence of pain during fasting which was relieved by 
the ingestion of food was not reported. Vomiting 
occurred frequently, either during fasting or after 
eating. It usually came on after attacks of pain. 
The vomitus was often bile-stained. Belching, a 
pasty taste, and loss of appetite were uncommon. 
The periods during which the symptoms were 
present were almost always separated by periods of 
relative well-being. Digestive disturbances occurred 
in over one-half of the cases. Obstipation was pres- 
ent even in cases with anacidity. Occasional diar- 
rhoea occurred in 50 per cent of the cases in which 
resection had been done, but was absent in cases in 
which gastro-enterostomy had been done. In three 
cases the diarrhoea was profuse. 

The predominating feature of the clinical picture 
was usually marked tenderness of the entire epi- 
gastrium, extending to the umbilicus. The tongue 
findings were not characteristic. Clinical evidence 
of involvement of the biliary tract was observed 
repeatedly. 

Of the fifteen cases in which gastro-enterostomy 
was done, gastric analysis showed complete achylia 
(refractory to histamin) in one, anacidity in four, 
subacidity in one, normal acidity in six, and hyper- 
acidity in three. Of the cases in which gastric 
resection was done, it revealed achylia in six, 
anacidity in nine, normal acidity in four, and hyper- 
acidity in one. Bile and mucus were generally 
present in the aspirated material. 

Gastroscopic examination disclosed marked 
changes in the gastric mucosa in all cases. These 
included hypertrophic changes with wart-like mu- 
cosal excrescences, high-grade oedematous swelling, 
and atrophy of the mucosa. Hypertrophic gastritis 
was seen most often (ten times after gastro-enteros- 
tomy and sixteen times after gastric resection). 
Attention is called to the fact that atrophic mucosa 
is especially susceptible to injury. Diffuse atrophy 
of the mucosa of the surgically treated stomach 
has not been described heretofore. The author pre- 
sumes that the severe anemia (gastric anemia of 
Morawitz) which has been observed in recent times 
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after gastric resection is preceded by atrophy of the 
mucosa in cases in which the entire stomach has not 
been removed. A secondary anemia was present 
in two of the four cases of mucosal atrophy observed. 
In one case this could not be favorably influenced 
either by the administration of large quantities of 
liver or by intensive treatment with iron. In the 
rest of the large number of cases in which a gastric 
operation was done at the Leipzig Clinic definite 
anemia was absent. 

There are two possible explanations for the oc 
currence of gastritis after operation. Either it was 
present previously or it developed as the result of 
unphysiological conditions in the surgically treated 
stomach. In some cases of gastritis after gastro 
enterostomy mechanical factors play the chief réle 
(Gutzeit). In the development or aggravation of 
gastritis after resection of the stomach the removal 
of the antrum may be a factor. This is suggested 
by the frequency with which bacteria of the large 
intestine are found in the stomach following re 
section. 

Treatment of postoperative gastritis gives satis 
factory results for a short time, but lasting improve 
ment is difficult to obtain. Diet and lavage are to 
be considered. In hypertrophic-erosive inflamma- 
tions, silver solutions (from 0.2 to 1 per cent), and 
in the more severe inflammations, Carlsbad water 
and hydrogen peroxide, are of value. In diffuse 
atrophy, lavage is contra-indicated. Diathermy 
seems to affect the symptoms favorably. 

KONJETZNY (Z). 


Lublin, H.: The Late Symptoms After Gastro- 
Enterostomy and Resection of the Stomach by 
the Billroth II Procedure for Gastric and 
Duodenal Ulcer. Acta med. Scand., 1931, Supp. xli. 


The purpose of this monograph is to supply data 
which may be of value in explaining the nature and 
etiology of some of the late symptoms occurring after 
gastro-enterostomy or resection of the stomach by 
the Billroth IT method for gastric and duodenal ulcer. 
Special attention is paid to late symptoms not pro- 
duced by postoperative ulcers. These are hema- 
temesis, melwna, and other gastric symptoms with- 
out a demonstrable ulcer, symptoms mainly of an 
intestinal character, and postoperative anwemias not 
secondary to bleeding. The author reviews ninety- 
eight cases in which operation was done for gastric 
duodenal ulcer. The operations included eighty- 
seven gastro-enterostomies and eleven resections by 
the Billroth II method. All were performed in the 
period between rorg and 1928. 

Of the eighty-seven cases in which gastro-enter- 
ostomy was done, a gastrojejunal ulcer developed in 
ten and a recurrence in ten. In three cases of recur- 
rence and one case of gastrojejunal ulcer the opera- 
tive findings at the primary operation were 
supposedly negative. As in over 60 per cent of these 
cases the acid values were within the normal range, 
hyperacidity could not be considered a factor in new 
ulcer formation. In most of these cases there was a 
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very rapid emptying time, but emptying was not 
complete. 

Postoperative complaints were not limited to the 
twenty cases in which a recurrence or gastrojejunal 
ulcer developed as fifty-five patients without ulcer 
had symptoms of gastric origin, twenty had colic, 
flatulence, constipation, or diarrhoea from a disturb 
ance of intestinal function, and two-thirds of the 
total number treated surgically showed a definite 
anemia despite absence of haemorrhage. 

The author concludes that these statistical data 
should be of interest especially to clinicians as they 
indicate that surgery should be limited strictly to 
cases with definite indications for operation. 

SAMUEL J. FoGetson, M.D. 


Craver, L. F.: A Clinical Study of the Etiology of 
Gastric and (sophageal Carcinoma. Am. ./. 
Cancer, 1932, xvi, 68. 


In his studies of the etiology of gastric carcinoma 
the author found the factors most commonly asso 
ciated with the development of the condition to be, 
in the order named, poor teeth, lack of teeth, other 
gastro-intestinal diseases, heat of ingested food, 
irregularity of meals, an insufficient water intake, 
and high seasoning of food. The corresponding 
factors associated with the development of carci 
noma of the oesophagus were tobacco, alcohol, and 
insullicient water intake, and dental disease and 
defects. NATHAN N. Croun, M.D. 


Plummer, N. S., and Simpson, C. K.: A Case of 
Carcinoma of the Stomach Occurring in a 
Patient with Atrophic Gastritis Who Had 
Recovered from Addison’s Anzemia. Guy’s Hosp. 
Rep., Lond., 1931, 1xxxi, 407. 

The authors report the case of a man who, at the 
age of sixty years, in 1923, developed dyspncea, 
yellowness of the skin, and weakness. Analysis of 
his gastric contents revealed no free acid. In 1926 
he presented the typical signs of addisonian perni- 
cious anemia. Roentgenograms of the gastro- 
intestinal tract were negative, and blood transfusions 
and liver therapy resulted in prompt recovery. In 
1931, although still free from symptoms, the pa- 
tient noted hard glands in his neck. Gastro-intestinal 
roentgenograms then showed a filling defect in the 
pyloric vestibule, and the stools contained occult 
blood. Partial gastrectomy was done. The patient 
became maniacal and died ten days later. 

The resected portion of the stomach showed a 
constricting annular carcinoma in the prepyloric 
region. The remaining gastric mucosa was atrophic. 
The neck nodes were tuberculous. The autopsy 
findings indicated a recent recrudescence of the 
addisonian anemia. This was probably explained 
by the fact that no liver was administered for three 
weeks before death. Although the anemia had been 
present for nine years and liver had been taken in 
relatively small doses for five years, there was no 
histological evidence of degeneration of the spinal 
cord. C. D. HaacEnsEN, M.D. 
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Irwin, C. G., and McDonald, S., Jr.: Two Cases of 
Localized Phlegmonous Enteritis. Bri/. J. Surg., 
1932, XIX, 302. 

Phlegmonous inflammation of the submucosa of 
the intestine was first described by Rokitansky in 
1842. The authors review twenty-six cases reported 
in the literature and cite Bohmansson’s collection of 
sixty-eight cases of acute purulent inflammatory 
processes in the submucosa and subserosa of the 
intestine which included eleven cases seen by 
Bohmansson himself. 

The first case reported by the authors in this 
article was that of an obese man fifty-one years of 
age who was admitted to the Royal Victoria In- 
firmary Newcastle upon Tyne, four days after the 
onset of acute epigastric pain accompanied by 
shivering, sweating, and continuous vomiting. There 
had been no bowel movement for three days and no 
passage of flatus for two days. A tentative diagnosis 
of mesenteric thrombosis was made. At operation, 
which was performed immediately, a loop of small 
bowel 9 in. in length was found to be oedematous, 
enormously thickened, acutely inflamed, and cov 
ered with patches of adherent lymph. A lateral 
anastomosis was done, but the patient died twenty 
hours later. At autopsy, the affected loop proved to 
be the jejunum. The bowel wall was greatly thick 
ened by changes in the submucous tissues and mu- 
cous membrane. The mucosa showed marked in- 
flammation and oedema, extensive desquamation, 
and superficial ulceration. The submucous connec- 
tive tissue was congested and infiltrated by a cellular 
and fibrinous exudate. 

The second case reported by the authors was 
observed by Turner. The patient was a man aged 
sixty-five years who was admitted to the hospital 
forty-eight hours after an acute attack of severe 
abdominal pain. As he had had a large scrotal hernia 
for a long time previously, a provisional diagnosis of 
strangulated hernia was made. Operation revealed 
no strangulation but disclosed a loop of bowel high 
up on the left side of the abdomen which was 
greatly swollen, thickened, and covered with yellow- 
ish spots. The patient was extremely ill and died 
twelve hours later. At autopsy, the affected loop was 
found to be the jejunum which could not, by any 
chance, have been in the hernial sac. The loop was 
14 in. long and showed great thickening due to 
oedema and an intense inflammatory change in the 
mucosa and submucosa. In general, the appearance 
of the specimen corresponded exactly to that in the 
first case, but the inflammatory process appeared to 
be more intense. 

In both of these cases vascular obstruction and 
foreign body were excluded as etiological factors, 
and there was no indication of pyemic deposits else- 
where in the body. EarL Garsipe, M.D 
Cherry, H. H.: Signs of Tuberculous Enterocolitis. 

Am. J. Roentgenol., 1932, XXvii, 65. 


The most constant symptom of intestinal tuber- 
culosis is sharp abdominal pain which is not well 





localized. Profuse diarrhoea is unusual in this con- 
dition, but loose stools are the rule. Nausea and 
vomiting alone are not significant. The most re- 
liable physical signs are tenderness on deep palpa- 
tion, a palpable mass in the right lower quadrant 
of the abdomen, mild abdominal rigidity, and a cyclic 
temperature. : 

The accuracy of roentgen examination depends 
on the proximity of the lesions to the ileocecal 
region. 

The opaque meal is of more value than the opaque 
enema, particularly in revealing the progress of the 
case. The findings after the enema will seldom be 
positive when the findings after the meal are nega- 
tive. In the small intestine there is segmentation 
with dilatation and pointing at the distal end of the 
segment. In the terminal ileum a persistent con- 
traction with irregular margins is often noted. In 
the colon there is hypermotility with persistent 
localized intolerance to barium and filling defects 
which are exaggerated by manipulation. 

The twenty-four-hour motility examination will 
aid in determining the presence of ulcers. Only the 
ascending colon should be empty, but this should be 
entirely empty. Segments of the colon with ulcera- 
tion will be free of barium at the twenty-four-hour 
examination. 

No criteria have been established by which we may 
conclude that ulceration has completely healed, but 
there are signs which, if present for two or three 
years and accompanied by a negative sputum during 
this period, indicate probable healing. 

Cuarves H. Heacock, M.D. 


Wakeley, C. P. G., and Paul, M. A.: Tumors of 
the Small Intestine (Excluding the Duodenum). 
Australian & New Zealand J. Surg., 1931, i, 227. 


While neoplasms in parts of the small intestine 
other than the duodenum are by no means common, 
one of the authors has seen 9 cases. ‘The tumors 
fall into 2 groups, the benign and the malignant. 
Of 118 cases of benign tumors, more than go per cent 
were fibromyomata, lipomata, adenomata, and 
fibromata. The most common benign tumors of the 
small intestine are the fibromyomata. These re- 
semble the fibromyomata of the uterus. They oc- 
casionally become calcified and sometimes undergo 
adenomatous degeneration. They may be peduncu- 
lated or sessile, but most often are submucous. In 
some cases they are subserous. Their most common 
site is the ileum. 

Endometriomata are extremely rare. They are 
composed of tubular glandular spaces lined by short 
columnar epithelium lying in a stroma of short 
spindle cells. Some of the tubular spaces are dilated 
and some contain blood. The tissue resembles endo- 
metrium, and the presence of blood indicates the 
retention of endometrial function. The growths are 
found in the pouch of Douglas or in the walls of the 
pelvic viscera. They affect the end of the ileum and 
the sigmoid, rectum, and appendix. ‘They occur 
only in females, and are associated with hamorrhage 
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or so-called chocolate cysts of the ovary which have 
perforated the surface of the ovary. Clinically, be- 
cause of their mode of invasion, they resemble 
malignant growths, but histologically they are 
benign. 

Carcinoma of the small intestine is very uncom- 
mon, doubtless because of the absence in the small 
intestine of conditions producing chronic irritation 
of the lining mucous membrane and the absence 
of sudden changes in the type of cell composing this 
part of the intestinal tract. Harry W. Fink, M.D. 


Bachy, G.: Ileomesenteric Infarct and Strangu- 
lated Hernia (Infarctus iléo-mesentérique et hernie 
étranglée). Bull. et mém. Soc. nat. de chir., 1931, \vii, 
1487. 

The case reported was that of a woman aged 
fifty-six years who developed an infarct of a loop of 
intestine in a femoral hernia which until then had 
been small. The hernia increased to ten times its 
earlier size, but remained painless. General phenom- 
ena of severe intoxication appeared very quickly. 
There were no signs of occlusion. As the intestine 
was free from evidences of gangrene, resection was 
not done. The patient died forty hours after the 
operation. 

Reports of cases of ileomesenteric infarct com- 
bined with strangulated hernia are rare. There 
appear to be two kinds of infarction in strangulated 
hernia: infarction.caused by vascular lesions and 
gangrene from infection without a vascular lesion. 
Bachy’s case was especially unusual as there was 
not only an infarct of the incarcerated mesentery 
and intestinal loop, but also an infarct which ex- 
tended 11 cm. above and 6 cm. below the strangu- 
lated loop. 

It is not difficult to understand how a gangrenous 
infection as virulent as that developing in a strangu- 
lated segment of intestine should become generalized 
in the neighboring parts of the intestine after re- 
duction of the strangulation or first in the mesentery 
and then in the intestine and cause necrosis even in 
the absence of obliterating vascular lesions. Such a 
complication probably explains some of the unex- 
pected deaths after the reduction of strangulated 
hernie. The mesentery should be carefully ex- 
amined. Extensive intestinal resection done by 
Patel, Esau, and Philipowicz in analogous cases 
resulted in cure. The operation was performed after 
spontaneous reduction of the hernia, on indications 
furnished by general disturbances, persistence of the 
occlusion, and, in the case reported by Patel and 
Esau, the appearance of melwna. In this way the 
infarct was found. The resections included 15, 20, and 
85 cm. of small intestine respectively. PACE. 


Bachy, G.: An Ileomesenteric Infarct from Vascu- 
lar Thrombosis (Infarctus iléo-mesentérique par 
thrombose vasculaire). Bull. et mém. Soc. nat. de 
chir., 1931, lvii, r491. 


The author reports the case of a large, strong 
woman aged thirty-eight years who entered the 
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hospital with intestinal occlusion which had begun 
four days previously. No feces had been passed 
for five days and no gas for three days. The ab- 
domen was inflated and painful throughout. The 
patient vomited after drinking water. 

When the abdomen was opened a black mass 
consisting of a part of the small intestine was 
found. The mesentery was infiltrated and dark 
purple. About 1 m. of the small intestine was af- 
fected. The mesentery was infiltrated as far as its 
root. The intestinal loop was resected with a wedge 
of the mesentery which corresponded to the throm- 
bosed region and an end-to-end anastomosis was 
done. 

During the first forty-eight hours after the opera- 
tion the patient received an injection of 10 ¢c. cm. 
of hypertonic salt solution every four hours. On 
the third day she passed gas and some diarrhceal 
stools. On the sixth day all of the symptoms 
recurred and death resulted after a few hours. 

Examination made through the operative wound 
showed that the thrombosis had continued, the 
mesentery had become infiltrated and black above 
the suture, and the small intestine had become 
blackish and gorged with blood above and below 
the anastomosis. The venous thrombosis extended 
to the portal vein, but the latter appeared perme 
able. The condition seemed to be an intestinal 
necrosis secondary to venous thrombosis of the 
mesentery. The thrombosis was apparently several 
hours old at the time of its removal as there was a 
considerable network of fibrin in the venous clot. 

PACE. 


Moulonguet, P.: An Ileomesenteric Infarct from 
Segmental Ulcerous Enteritis (Infarctus iléo- 
mésentérique par entérite ulcéreuse segmentaire). 
Bull. et mém. Soc. nat. de chir., 1931, lvii, 1504 

The case reported was that of a man aged forty- 
seven years who sought treatment for abdominal 
pain which had begun suddenly at 1 o’clock the 
previous morning. Paroxysms of pain in the um 
bilical region had recurred all night, and there had 
been two attacks of vomiting. Thirty-six hours after 
the first attack the patient entered the hospital 
with a temperature of 37.8 degrees C. The abdomen 
was supple. Palpation caused severe pain in the 
umbilical region and revealed the presence of a deep 
elastic tumefaction of inexact limits which was dull 
on percussion. 

The next day the patient was exhausted and his 
temperature was 38 degrees C. He had had two 
more attacks of vomiting. No faces or gas had 
been passed, but there was no pain of the colic 
type. The ampulla was empty. The retro-umbilical 
swelling seemed to consist of a distended loop of 
intestine full of fluid. A diagnosis of volvulus of a 
loop of small intestine and mesenteric infarct was 
made. 

At operation, sanguinolent fluid was found in the 
peritoneal cavity. The swelling consisted of a loop 
of small intestine at a distance of about 50 cm. 
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from the caecum, which presented a severe parietal 
lesion that evidently was the cause of occlusion. The 
intestine was purplish red in plaques, and its serosa 
appeared inflamed. Above this segment it was dis- 
tended to three times its diameter below. The lesion 
was strictly limited to a segment from 25 to 30 
cm. long. The corresponding mesentery was not 
much thickened. A diagnosis of mesenteric infarct 
was made and enterectomy was done. 

Several days after the operation a bowel move- 
ment occurred. On the twelfth day a collection of 
pus in the pouch of Douglas was found and opened 
by the rectal route. The patient left the hospital 
six weeks later. 

On microscopic examination of the specimen, 
Lecéne made a diagnosis of segmental ulcerous 
enteritis with threatening gangrene. 

Like gangrene of the limbs, gangrene of the in- 
testine may result from vascular, mechanical, or 
infectious causes. A vascular cause is the infarct 
from mesenteric thrombosis; a mechanical cause, 
the infarct from strangulation of the intestine; and 
an infectious cause the segmental ulcerous enteritis 
of Lecéne. The ileomesenteric infarct of infectious 
origin without a vascular lesion is associated with 
two well-known lesions—phlegmonous enteritis and 
intestinal ulcer. 

Infarcts from infection may be produced in two 
ways. Most frequently, without doubt, they are 
caused by ascending vascular lesions, venous 
thrombosis, or even arterial thrombosis, as in the 
case of appendicitis studied by Moure. In other 
cases they are produced without a vascular lesion 
by advance of the gangrenous progress of the pri- 
mary enteritis. Infarction due to ascending infec- 
tion of intestinal origin may be cured if vascular 
lesions are absent or if they do not have much 
tendency to extend. The cause of death is usually 
the recurrence or continuation of the thrombosing 
process after operation. Mesenteric thromboses 
caused by a pelvic infection are usually extensive 
and fatal. Surgical treatment is most successful 
in the segmental thrombosis corresponding strictly 
to a primary intestinal lesion. 

In some cases spontaneous recovery has occurred. 
The surgeon refusing to undertake enterectomy be- 
cause the lesion is too extensive or the patient too 
exhausted closes the abdomen and is surprised to 
see the patient recover. Lenormant claims that the 
supposed infarction in such cases is a volvulus or 
occlusion by bands or adhesions. PACE. 


David, V. C., and Lauer, C. A.: Stricture of the 
Rectum: Some Unusual Causes. J. Am. M. 
Ass., 1932, XCviii, I. 

David and Lauer review 104 cases of stricture of 
the rectum of unusual origin. In 19, the condition 


was congenital and of the iris, sickle, or tubular type; 
in 4, it was associated with atresia ani vaginalis; in 
2, it followed an operation for imperforate anus; and 
in 1 it was associated with a scrotal fistula and im- 
perforate anus. 


Of the 85 cases of acquired stricture of the rectum, 
postoperative scar tissue was the cause in 22. Scar 
tissue from infections such as venereal disease, 
ameebic dysentery, ulcerative colitis, hyperplastic 
tuberculosis, diverticulitis, and leukoplakia ac- 
counted for the condition in 33 cases. Squamous- 
celled, tubular colloid, and tubular scirrhous car- 
cinoma of the rectum and a large rectal papilloma 
gave rise to the stricture in 11 cases, while tumors 
outside of the bowel proper, arising from the sacrum. 
prostate, pelvic adnexa, and gravitational metas- 
tases in the cul-de-sac were the cause of the stricture 
in 15 cases. In 1 case, the cause was a sarcoma of the 
sphincter ani muscle. In 3 cases the stricture was 
due to pressure from inflammatory processes 
perirectal tuberculosis, pelvic infections, and 
Hodgkin’s disease. 

Several of the cases are reported in detail. The 
authors believe that a fair proportion of the caus- 
ative factors mentioned in their report could have 
been excluded by a little more attention to the de 
tails of the operative treatment of common rectal 
lesions. J. THorNWELL WITHERSPOON, M.D, 


Soupault, R., and Leibovici, R.: The Operative 
Technique for Amputation of the Rectum for 
Cancer by the Abdominoperineal Route in 
Which the Colon Is Brought Down to the 
Perineum (Technique opératoire de l’amputation 
du rectum cancéreux par voie abdomino-périnéale 
avec abaissement du célon au périnée). J. de chir., 
1931, XXXVili, 816. 

The authors prefer amputation to resection of the 
cancerous rectum because resection requires at least 
2 cm. of healthy mucosa between the sphincter and 
the border of the neoplasm and as this margin fre 
quently does not exist there is danger of resecting 
too near the growth and leaving suspicious tissue 
behind. Tumors situated high may be resected with 
preservation of the sphincter, but when this is done 
drainage is less free and therefore the danger of 
pelvic cellulitis is greater than when the perineum is 
left wide open. 

From their experience and the statistics reported 
in the literature the authors conclude that the use of 
the combined abdominoperineal route has the lowest 
mortality and is least apt to be followed by recur- 
rence. The abdominal approach permits the surgeon 
to avoid diagnostic errors and to explore the abdom- 
inal cavity, prevents injury to the bladder and 
ureters, and allows proper control of the hemor- 
rhoidal vessels. 

Lowering of the colon with the formation of a 
perineal anus is much preferred to inguinal colos- 
tomy by many patients, especially young ones. It 
decreases the danger of infection as the bowel takes 
the place of the pelvic and perineal tissue which has 
been lost and closes up the dead spaces. 

The two principal postoperative complications are 
intestinal obstruction and incontinence of the 
perineal anus. These may be prevented by bringing 
the cut-off bowl to the the top of the pouch of 
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Douglas rather than to the skin of the perineum 
under severe tension, and introducing into it a Paul 
tube. The perineal wound will then heal by epi- 
dermization which finally forms a cicatricial tunnel 
with relative continence. 

The operative technique is divided into two stages. 
In the first or abdominal stage the site of amputation 
of the colon is selected, the superior hemorrhoidal 
artery is ligated, the pelvic mesocolon resected, the 
rectum liberated posteriorly, the bowel tied, and 
peritonization done over the loosened segment which 
is lowered, fixed down behind the rectum by a gauze 
drain attached to the long threads tying the bowel, 
and covered with peritoneum. In the perineal stage, 
the anus is closed with a silk ligature, a sound is 
passed into the urethra in the case of the male, and 
the anus is freed by a triangular incision. The dis- 
section is then carried upward with section of the 
levator ani and the raphé. The pouch of Douglas is 
then opened. The bladder and ureters, and, in the 
female, the vagina, are avoided by dissecting close 
to the bowel. The gauze drain packs are identified, 
and after the ampulla has been completely freed the 
whole mass is drawn out of the perineum. Just above 
the point of ligation of the bowel through the abdo- 
men a Paul tube is inserted and the bowel cut off 
and sutured to the surrounded denuded pelvic 
wound. 

The authors have used this procedure in eleven 
cases. The six male patients ranged in age from 
thirty-six to fifty-eight years and the five female 
patients from thirty-eight to sixty-five years. There 
were two operative deaths, both those of males. The 
operative mortality was therefore 18.2 per cent. 

KELLOGG SPEED, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Stewart, W. H., Einhorn, M., and Illick, H. E.: 
Hepatography and Lienography Following the 
[Injection of Thorium Dioxide Sol (Thorotrast). 
Am, J. Roentgenol., 1932, xxvii, 53. 


After citing some previous work done by them 
with tetra-iodophenol-phthalein to render the liver 
and spleen more dictinctly visible in the roentgeno- 
gram, the authors report the results obtained in 
similar studies carried out with thorotrast in a 
series of eight cases. The technique used is described 
in detail. The maximum density of the liver and 
spleen was reached in about a week or two, de- 
pending on the number of injections, and then 
persisted as long as the patients were under observa- 
tion, In the only patient of the series who is now 
living it is known to have persisted for eight months. 
Nearly all of the patients who were examined had 
enlargement of the liver due to some kind of 
pathological involvement. In the cases of all except 
one who died before any perceptible increase in the 
density of the liver had been obtained, the liver 
shadow was rendered more opaque and its outline 
more sharply defined. 
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The test clearly outlines the liver and spleen so 
that they may be differentiated from other intra- 
abdominal masses. In some of the cases even con- 
siderable enlargement of the spleen had not been 
recognized previously by other clinical methods. 
Certain types of malignant involvement of the 
liver can be diagnosed from the roentgen findings. 
In cirrhosis and other forms of generalized hepatic 
enlargement there was no characteristic finding ex 
cept an increase in the size of the organ. 

In all of the cases reviewed the thorotrast was 
well tolerated up to an hour after the injection. Five 
patients had no definite after-effects. Three had 
vomiting attacks for several days after the second 
injection, and two had hemorrhages. Seven of the 
eight patients died subsequently, but their deaths 
were not attributable to the thorotrast as they were 
suffering from severe disease and doubtless would 
not have lived even if the test had not been made. 

The thorium dioxide sol is deposited in the endo 
thelial cells of the liver and spleen. It probably 
remains there permanently and is at least a potential 
source of future trouble. In one case the spleen 
removed at autopsy and left over a photographic 
plate for a day contained enough thorium to register 
an image on the plate. Control spleens were nega- 
tive. In four cases autopsy revealed acute splenitis, 
but it is questionable whether this was due to the 
thorotrast. 

In summarizing the authors state that while the 
contour and details of the liver and spleen can be 
visualized in the roentgenogram following the intra- 
venous injection of thorotrast, the test does not 
seem to yield enough independent information to 
justify its use except in unusual cases. The thorium 
is retained indefinitely in the liver and spleen, and 
the injection is sometimes followed by a very severe 
reaction. 

Seven of the eight cases reviewed are reported 
briefly with roentgenograms. 

Apotpeu Hartrunc, M.D. 


Solé, R.: Cortical Hepatitis Causing Hepatic Colic 
(Cérticohepatitis determinando célicos hepaticos. 
Observaci6n con estudio histolégico). Semana méd., 
1931, XXXviii, 1757. 

The author reports a case to demonstrate the 
value of biopsy in chronic cholecystitis. Graham 
found lesions of the liver in 80 per cent of cases of 
this condition. 

Solé’s patient was seized with severe pain in the 
right hypochondrium radiating to the scapula, 
nausea, and the vomiting of bile-stained vomitus 
following a miscarriage. There was no fever. Ex 
amination revealed tenderness in the region of the 
gall bladder and over the epigastrium. The liver 
could be palpated and was increased in density. 
Vision in the right eye was reduced by albuminuric 
retinitis. X-ray examination was negative. 

At exploratory examination the liver appeared 
normal on inspection, but the density of its anterior 
border was increased. On the border, 5 cm. from 
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the gall bladder, there was a small nodule which 
appeared calcified. This was extirpated under local 
anesthesia induced with novocain. The gall bladder 
was negative. The liver capsule near the suspensory 
ligament presented the appearance of superficial 
diffuse sclerosis extending toward the right. The 
patient made a good recovery. 

Microscopic examination of stained sections 
showed a slight inflammatory reaction and a few 
lvmphocytes. No polymorphonuclears were scen. 
The most striking finding was cellular degeneration 
in the zone nearest the capsule. The findings in 
general indicated cortical hepatitis. A calcified cyst 
alone could not produce colic. 

The author emphasizes that in all cases presenting 
the symptoms of gall-bladder involvement the 
possibility of hepatitis should be borne in mind. 

A. E. Tart, M.D. 


Dixon, C. F., and Murphy, G. T.: Primary Idio- 
pathic Abscess of the Liver. Surg., Gynec. & Obst., 
1932, liv, 20. 

The etiology of idiopathic abscess is usually 
obscure. However, abscess of the liver due to bac- 
teria may take origin in the field of drainage of the 
portal vein. Infection may enter the liver also by 
way of the bile ducts, hepatic artery, and veins, by 
direct extension by way of the lymphatic channels, 
or as the result of direct trauma. 

The symptoms vary with the nature and site of the 
antecedent disorder, the pathway of the infection, 
and the nature and virulence of the infecting agent. 
The temperature usually fluctuates between normal 
and 106 degrees I’. Jaundice may be present from the 
start or appear very early. It usually persists and 
fluctuates in intensity during the course of the 
disease. 

Anemia is of the secondary type, progressive, and 
associated with marked destruction of blood cells. 

Pyogenic abscesses of the liver may be single or 
multiple. The large, single abscess calls for prompt 
surgical measures. Following the implantation and 
proliferation of bacteria in the portal spaces, the 
abscess begins as phlebitis with occlusion of the 
smaller portal branches. 

An accurate diagnosis may be made very easily if 
the presence of a hepatic abscess is suspected from 
the beginning. Pyogenic infections elsewhere in the 
body, pneumonia, tuberculosis, malignancy, gumma, 
and hydatid cyst must be excluded. 

The authors report a case of hepatic abscess in 
detail. 

The mortality resulting from pyogenic abscess of 
the liver approximates nearly 50 per cent. 

Treatment should aim at free and adequate 
drainage, the method instituted depending on the 
size and situation of the abscess. The methods of 
operation which have become more or less standard- 
ized are the abdominal or transperitoneal explora- 
tion, the transpleural method, the subpleural 
method, and the retroperitoneal method. The retro- 
peritoneal method is seldom indicated. 





Fedeli, F.: Changes in the Wall of the Gall Bladder 
Following Ablation of the Mucosa (Le modifica. 
zioni della parete della cistifellea consequential} 
ablazione della mucosa). Clin. chir., 1931, vii, 1107, 

Among the methods proposed for the surgical 
treatment of gall-bladder disease when cholecystec- 
tomy is contra-indicated and also following cho- 
lecystostomy is ablation of the mucosa of the gall 
bladder. This procedure has been advocated by 
some and condemned by others. In experiments on 
dogs, Fedeli found that it produced inflammatory 
lesions which led to sclerosis of the gall-bladder wail 
and dilatation of the passages above, but in no case 
obliteration of the lumen of the gall bladder. He 
therefore condemns operative procedures which are 
intended to remove only the mucosa of the gall 
bladder as they produce the conditions most to be 
avoided in surgical interventions on that organ. 

EuGENE T. Leppy, M.D. 


Ciocca, E.: Strawberry Gall Bladder (La cistifellea 
a fragole). Clin. chir., 1931, vii, 1057. 

The author found the condition described in ro10 
by MacCarty as “strawberry gall bladder” in 7 
(6.3 per cent) of r11 gall bladders removed surgically, 
He reports these 7 cases of strawberry gall bladder 
in detail. The condition was most common in 
women between the ages of thirty and forty vears. 
Ciocca discusses its differential diagnosis, clinical 
picture, roentgen appearance, and treatment. The 
article is illustrated with photographs of the gross 
specimens and photomicrographs, some in color, 
and has an extensive bibliography. Ciocca believes 
that hypercholesterinwmia, infection, biliary stasis, 
and lymphatic stasis are important factors in the 
production of strawberry gall bladder. 

KuGreNne T. Leppy, M.D. 


Marshall, J. M.: Tumors of the Bile Ducts. Surg, 
Gynec. & Obst., 1932, liv, 6. 


During the period of twenty years ending January 
1, 1930, there were seen at the Mayo Clinic four 
cases of benign tumor and forty-nine cases of pri- 
mary carcinoma of the extrahepatic ducts in which 
the diagnosis was confirmed by pathological ex- 
amination. 

Of forty-five patients operated on for carcinoma 
at various sites, nineteen (42.2 per cent) died within 
thirty days. Twenty-six patients survived the 
operation for a known average postoperative life 
of seventeen and three-tenths months. 

Patients with co-existent cholecystitis, chole- 
lithiasis, or both withstood the operation much 
better than those who had no disease other than 
the tumor. 

Benign tumors of the bile ducts are apparently 
extremely rare. Carcinoma is by far the most com- 
mon neoplasm of the bile ducts, and carcinoma of 
the bile ducts is more common in males than in 
females. 

Gall stones were present in 43 per cent of the cases 
on which this study was primarily based. 
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Obstructive jaundice has been found in most cases, 
and may be extreme, fluctuating in severity, or 
intermittent. 

The presence or absence of pain seems to be of 
little, if any, diagnostic significance. Biliary colic is 
not uncommon with tumors of the bile ducts unasso- 
ciated with cholecystitis or cholelithiasis. 

The specific cause of obstructive jaundice is not 
easily diagnosed before operation. A positive diag 
nosis is rarely possible. 

Obstructive jaundice is usually a surgical problem, 
regardless of the lesion causing the obstruction. 

Surgical treatment should have a favorable effect 
because significant symptoms bring the patient to 
the physician early in the course of the disease, and 
the tumor is small, slow glowing, and late to metas- 
tasize. Obstructive jaundice usually causes death 
before the tumor has passed the stage of operability. 

Operation on tumors of the bile ducts has a high 
mortality because of the tendency toward hemor- 
rhage and the technical difficulties of operation on 
the biliary tract. Favorable results are attainable. 


Craciun, E. C., and Steopoe, V.: Choledochohep- 
aticoscopy (La cholédocohépaticoscopie).  Press« 
méd., Par., 1931, XXXixX, 1907. 

The authors describe an instrument, a chole 
dochoscope, and a procedure by which it is possible 
to determine the site, extent, and histological char- 
acter of lesions of the walls and branches of the bili- 
ary canals well up into the liver and to dilate, 
cauterize, and implant radium needles or prosthetic 
tubes in the biliary tract. 

The biliary tract area is first exposed by lapar 
otomy. Enlarged lymph nodes, anatomical anom 
alies, and adhesions are not considered contra 
indications to the examination. A choledochotomy 
opening from 4 to 5 mm. long is made just above the 
upper border of the duodenum, the lips of the wound 
are held open with forceps, and the bile ducts are 
explored by means of Hegar bougies to ascertain 
their direction, size, and permeability. The cho 
ledochoscope is then introduced. By the light of 
this instrument it is possible to inspect the mucosal 
lining directly. The bile is aspirated in a manner 
analogous to the aspiration of urine with the 
ureteroscope. The opening of the cystic duct, the 
branches of the hepatic duct, and all of the common 
duct can be thus visualized. 

The authors believe this method will prove of 
great value especially for the early diagnosis of 
cancer in the ampulla and common duct. 

KELLOGG SpeED, M.D. 


Zinninger, M. M., and Cash, J. R.: Congenital 
Cystic Dilatation of the Common Bile Duct: 
Report of a Case and a Review of the Litera- 
ture. Arch. Surg., 1932, xxiv, 77. 

Eighty-two true dilatations of the common bile 
duct—most of them due to congenital abnormalities 
—have been reported in the literature. The majority 
of the patients were females and were operated upon 
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between the ages of ten and thirty years. In most 
cases there was a palpable tumor associated with 
pain and jaundice. A correct pre-operative diagnosis 
was made in three cases, but in the majority the 
tumor was considered an echinococcus cyst. In a 
number of cases the nature of the condition was not 
recognized even at operation, and in practically all 
of these the patient died. In all cases the tumor 
was retroperitoneal and lay either behind or in 
front of the duodenum. The common duct, hepatic 
duct, cystic duct, and pancreatic duct were more or 
less involved. The capacity of the cysts varied from 
30 to 8,000 c. cm. In most instances the cyst wall 
was composed mainly of fibrous tissue. In some 
cases there was complete atresia of the common duct. 
The contents of the cyst were infected in only four- 
teen of the eighty-three cases. 

The treatment consisted of drainage, generally by 
marsupialization. This procedure was not uniformly 
satisfactory. Aspiration of the cyst alone was in- 
variably fatal. Secondary operations had a very 
high mortality. Excision of the cyst was particularly 
dangerous. The total operative mortality was 65 per 
cent. The mortality was lowest in cases treated by 
surgical internal drainage. 

The authors report the case of a Chinese woman 
forty years of age who gave a five-year history of 
epigastric pain and intermittent vomiting without 
jaundice. Six weeks before the patient’s admission 
to the hospital the pain became very severe and 
associated with almost continuous vomiting, chills, 
and fever. There was no jaundice. <A tentative 
diagnosis of subacute perforation of a gastric or 
duodenal ulcer or gall-bladder disease was made. 
Laboratory examinations were negative except for a 
low white-cell count. The gall bladder did not cast 
a shadow in the roentgenogram with the Graham 
dye. 

The patient was kept under observation for six 
weeks until an exacerbation of hersymptoms occurred 
and a mass was felt below the right costal margin. 
A diagnosis of acute cholecystitis with hydrops was 
then made. Operation revealed a large, red cystic 
mass with oedematous walls lying between the liver 
and stomach anterior to the foramen of Winslow. 
There were no adhesions. The gall bladder was 
small and communicated directly with the cyst mass 
through a large cystic duct. The pancreas felt 
normal. The cyst was aspirated and united by 
lateral anastomosis to the duodenum. It contained 
no stones and communicated with the duodenum. 
A pure culture of bacillus paratyphosus A was grown 
from the cystic bile, and a Widal test was later 
positive. 

Eleven days after the operation the patient died 
of paratyphoid infection with metastatic abscesses 
in the liver. At autopsy the cyst was found to be 
10 cm. in diameter and covered by a fibropurulent 
exudate. The hepatic and cystic ducts communicat- 
ed with it, but the terminus of the common duct 
was unusually small. The mucosa of the cyst was 
similar to that of the gall bladder, but the wall con- 
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tained large bundles of smooth muscle interlaced 
with fibrous tissue. The wall was chronically in- 
fected, and many of the intrahepatic ducts were 
filled with clumps of gram-negative bacilli. 

STANLEY H. Mentzer, M.D. 


MISCELLANEOUS 


Hansmann, G. H., and Budd, J. W.: Massive Unat- 
tached Retroperitoneal Tumors. J. Am. AM. 
Ass., 1932, XCVHi, 0. 

*Hansmann and Budd report seventeen cases of 
massive unattached retroperitoneal tumor and offer 
an explanation of the histogenesis based on rem- 
nants of the embryonic urogenital apparatus. They 
believe that their theory accounts for the histolo 
gical structure as well as the diversity of histological 
elements in these neoplasms which include glomer- 
uli, renal tubules, rete structures, bone, hair, sweat 
glands, fat, smooth muscle, uterine mucosa, and 
chorionic epithelium. It accounts also for the fact 
that, with few exceptions, well-established tumors 
found in the adult urogenital organs have sometimes 
been found free in the retroperitoneal space. 
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Move attention has been paid to tumors of the 
urogenital tract in Germany than in other countries, 
American literature contains only four references to 
neoplasms of this group. The authors analyze their 
seventeen tumors and compare them with the most 
interesting of the neoplasms reported by others, 
Among the latter were a chorionepithelioma on the 
posterior surface of the bladder in a virgin, a similar 
tumor in a male patient with normal testes, and a 
hydatid mole in a virgin in her fourth menstrual 
period. 

The authors have not as yet observed a solid 
tumor from the pronephros, but they consider 
tumors arising from the mesonephros, the metaneph- 
ros, and the suprarenal as a group. A tumor closely 
related to the mesonephric tissue is the psammoma 
of the ovary. Roessle and Wallart have demon- 
strated that this type of tumor may develop from 
the rete cells. 

In one case Hansmann saw a carcinoma in the 
rectovaginal septum which resembled a carcinoma 
of the cervix. Such are the possibilities of the 
muellerian apparatus. 

J. THORNWELL WITHERSPOON, M.D. 
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UTERUS 


Spinelli, M.: The Indications for Surgery and 
Radiotherapy in the Treatment of Fibromy- 
omata of the Uterus (Le indicazioni della chi- 
rurgia e dell’actinoterapia nel trattamento dei fibro- 
miomi uterini). Actinolerapia, 1931, x, 41. 

The author reviews 55 cases of fibromyoma of the 
uterus in which he performed a laparotomy. 24 in 
which he performed a vaginal operation, and 252 
which he treated by roentgen or radium irradiation. 
On the basis of his experience he draws the following 
conclusions with regard to the indications for treat- 
ment: 

Surgery should be used in cases of myoma com- 
plicated by pregnancy, pedicled submucous myoma, 
pedicled subperitoneal fibroma, fibroma complicated 
by tumor of the ovary or some other abdominal 
condition requiring operation, fibroma with ischaemic 
degeneration or suppuration, cases in which the 
diagnosis is doubtful, and cases of fibroma in women 
under forty years of age which can be removed by 
myomectomy. In other cases, irradiation is to be 
preferred as it is free from danger, it almost always 
gives good results, it is cheap and convenient, and it 
can generally be given without hospitalization. 

Aubrey Goss Morcan, M.D. 


Villard and Labry: The Results of Radical Hys- 
terectomy for Cancer of the Cervix (Résultats de 
Vhystérectomie élargie dans le cancer du col uté- 
rin). Lyon chir., 1931, Xxvill, 736. 

Labry reports the results obtained from the treat- 
ment of carcinoma of the cervix by radical hys- 
terectomy according to the technique devised by 
Villard. In this technique the chances of peritonitis 
due to opening of the infected vagina are reduced 
to the minimum by removing the uterus, parametria, 
and vagina together in the last stage of the operation 
after complete hemostasis has been obtained. 

In the cases reviewed the immediate postoperative 
results were very encouraging. The surgical mortal- 
ity in seventy cases was 7.14 per cent. In no instance 
could death be attributed to peritonitis. Serious 
postoperative morbidity developed in only ten cases. 
Two patients died of embolism and one of broncho- 
pneumonia. The rest recovered, among them two 
who had pulmonary infarction, one who had 
phlebitis, three who had a ureteral fistula, and one 
who had intestinal obstruction. 

_ The diagnosis of cancer of the cervix was confirmed 

In every case by histological examination. All pa- 

tients who could not be traced after the operation 

were considered to have died from recurrence even 
though they may have succumbed from an inter- 
current infection. 
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The results in the cases of fifty patients who have 
been traced are summarized as follows: 

Of nineteen patients who were operated upon 
more than five years ago, nine (47.36 per cent) are 
alive and well. ‘Ten (52.63 per cent) succumbed 
during the fifth year after the operation. 

Of thirty-eight patients who were operated upon 
more than three years ago, twenty-two (57.89 per 
cent) are alive and well. 

Of fifty patients operated upon more than one 
year ago, forty-three (86 per cent) are alive and 
well. 

A recurrence developed in nineteen cases. In 
five, it appeared during the first year after the opera- 
tion; in nine, during the second year; in four, during 
the third year; and in one, after the fifth year. In 
only five of the nineteen cases of recurrence was it 
found possible to employ palliative treatment with 
radium. 

The prognosis following operation depends upon 
the following factors: 

1. The age of the patient. Carcinoma of the 
cervix occurring in young women is especially malig 
nant. 

2. The macroscopic appearance of the lesion. 
The association of infection with neoplastic in- 
filtration often makes it dillicult to determine the 
extent of the lesion. 

3. The pathological type of the neoplasm. The 
large, ulcerating, vegetating types of carcinoma 
involving the entire cervix and the cul-de-sac often 
have a better prognosis than the small indurating 
types involving the external os. 

4. Glandular involvement. This was present in 
one-fourth of the cases reviewed. In most instances 
it could not be diagnosed clinically. 

Radium therapy given before operation has 
yielded good results in several grave cases. It is of 
value also in the treatment of recurrences in the 
vaginal stump. 

In conclusion Labry says that all operable cases 
of cervical carcinoma should be treated by radical 
hysterectomy, and that radium is indicated when 
surgical removal is impossible. 

In the discussion of this report, VILLARD said 
that pre-operative irradiation may improve the 
patient’s condition and diminish the size of the 
neoplasm, but it not infrequently renders later 
surgical intervention more ditlicult by producing 
adhesions which destroy anatomical relationships 
and endanger the bladder and ureters. While radium 
irradiation may replace surgical treatment in the 
future, at present it is of value chiefly in the treat- 
ment of recurrences and inoperable cases and oc- 
casionally in the pre-operative treatment of ad- 
vanced cases. Haroip C. Mack, M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Gardner, W. S.: On the Origin of Ovarian Epithe- 
lium. Am. J. Obst. & Gynec., 1932, xxiii, 54. 


The cells surrounding the ovum in”the graafian 
follicle are undifferentiated cells which are capable 
of developing in more than one way. Under the 
influence of what may be called normal stimuli they 
develop into connective tissue, whereas under the 
influence of other stimuli they develop into true 
epithelium. The transition stages from normal cells 
into epithelial cells can be definitely traced. 

E. L. Corneti, M.D. 


Burch, J. C., Williams, W. L., Wolfe, J. M., and 
Cunningham, R. S.: The Hypophyseal-Ovarian 
Relationship. J. Am. M. Ass., 1931, xcvii, 1859. 

The authors spayed two groups of rats and two 
weeks later injected one group with six injections 
of an alcoholic extract of human placenta. They 
then transplanted the hypophyses of both groups 
into immature female mice. The ovaries of the mice 
receiving the hypophyseal tissue from the injected 
rats grew much larger than those of the mice 
receiving the hypophyseal tissue from the control 
rats. 

In another group of experiments the anterior lobe 
of the hypophysis taken from sows was weighed, 
crushed and ground up with sterile sand in physio- 
logical salt solution, and centrifugalized for thirty 
minutes, and the supernatant fluid drawn off and 
injected in varying amounts into the marginal ear 
veins of sexually mature female rabbits. The ovaries 
of the rabbits were then examined at necropsy or at 
laparotomy within from twenty-four to thirty 
hours. 

When the hypophyseal lobe was taken from a sow 

in procestrus, an amount of the suspension rep- 
resenting 1 mgm. induced ovulation in the rabbits, 
but when the donor sow was in heat tofmgm. of 
anterior lobe tissue were required to produce this 
effect, and when the ovaries of the sow contained 
active corpora lutea 40 mgm. were necessary. The 
authors conclude that there is a definite cyclic 
variation in the capacity of the anterior lobe of the 
hypophysis to produce ovulation. 
.aThe findings of Schroeder, Shaw, and Graves in 
cases of Swiss cheese hyperplasia of the endometrium 
were confirmed by injecting spayed mice with an 
extract of cestrin, corpus luteum, or both. In twenty- 
eight cases of Swiss cheese hyperplasia the authors 
found the endometrium quite similar in many 
respects to the normal human endometrium of the 
sixth to the fourteenth day and to the endometrium 
of mice injected with cestrin. 

The authors conclude that endometrial hyperplasia 
is caused by a relative excess of cestrin; that the 
ovary and hypophysis affect each other; and that 
variations and deficiencies in the ovulation cycle 
might very easily cause changes in the menstrual 
cycle with idiopathic bleeding. 

ALBERT M. VoLtimer, M.D. 


Jerie, J.: Intraligamentous and Pseudo-Intra. 
ligamentous Tumors of the Ovary (Ueber intra. 
ligamentaere und pseudointraligamentaere Fier. 
stockgeschwuelste). Rozhl. chir. a gynack., 1931, 
X, 57- 

Truly intraligamentous tumors develop from 
rudimentary organs such as the epodphoron, paro- 
varium, or ligamentum teres. Myomata and sarco- 
mata also may grow in between the leaves of the 
broad ligament from the margin of the uterus, and 
metastases of malignant tumors may develop at 
these sites. 

The author rejects the generally accepted theory 
that true ovarian tumors may develop within the 
ligament. The literature dealing with this question 
brings out the fact that because of the intra- 
peritoneal position of the ovaries, ovarian tumors 
can never be more than partially intraligamentous, 
and that inflammatory complications can always 
be observed in the vicinity of ovarian tumors so 
located. In 1891 Pavlik pointed out that such 
ovarian tumors are only pseudo-intraligamentous or 
retroligamentous. The apparently intraligamentous 
development is due exclusively to inflammatory ad- 
hesions. The ovarian tumor arising in surroundings 
changed by inflammation pushes the broad liga- 
ment forward as it develops until finally the neoplasm 
is covered over as with a mantle. In Pavlik’s clinic 
particular attention has been paid to the anatomical 
relations of ovarian tumors, but during thirty 
years’ observation the author has never seen an 
ovarian tumor with a truly intraligamentous loca- 
tion. In the last eight years, 594 ovarian tumors 
have been operated on in the Jerie clinic. Among 
these were 24 with a pseudo-intraligamentous de- 
velopment, but not 1 with a truly intraligamentous 
development. Jerie cites a large number of gynecol- 
ogists who have deseribed intraligamentous ovarian 
tumors in textbooks and treatises. However, ac- 
cording to the descriptions, the tumors might have 
had only a pseudo-intraligamentous location. Pfan- 
nenstiel goes so far as to designate pseudo-intra- 
ligamentous development of an ovarian tumor as a 
great rarity. 

From the 24 pseudo-intraligamentous tumors ob- 
served in his clinic, Jerie has selected 5 typical 
ovarian cystomata for discussion. He explains the 
anatomical relations of these neoplasms with the 
aid of numerous illustrations. Intraligamentous de- 
velopment was presented by them in varying de- 
gree. All of the tumors were located behind the 
uterus, which appeared to be elevated and pushed 
to one side. The tumors were covered by the broad 
ligament to a varying extent, so that a portion of 
the tumor lay exposed and without a serous cover 
ing. In most of the cases there were bilateral inflam- 
matory changes of the adnexa such as closure of the 
abdominal end of the tube, sactosalpinx, adhesions, 
and a growing together of the lower pole of the 
tumor with the peritoneum of the pouch of Douglas. 

With the pseudo-intraligamentous tumors the 
author groups a condition called by Pavlik a “peri- 
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tubal or retroligamentous hydrocele.”’ In the latter, 
an encapsulated exudate was formed in such a way 
as to cause the tube to become adherent to the 
posterior surface of the uterus and the peritoneum 
of the pouch of Douglas. The exudate collected in 
a pocket formed between the posterior leaf of the 
broad ligament, the posterior leaf of the meso- 
salpinx which hung down over the ovary, and the 
tube which was adherent to the uterus and the 
peritoneum of pouch of Douglas. It suggested an 
intraligamentous tumor, but in reality was a com- 
plete analogue of the pseudo-intraligamentous 
tumors. 

As to the operative technique, it has been rec- 
ommended that the broad ligament be divided and 
the tumor carefully shelled out from the parametrial 
tissue. Aside from the fact that this enucleation is 
usually very difficult, severe hemorrhages often 
occur from the venous plexuses or as the result of 
injury to the ureter which has been dislocated by 
the tumor. Great difficulties are encountered also 
in the peritonization of the large wound surface 
remaining. 

Pavlik recommends a different procedure. He 
starts the dissection at the uncovered portion of the 
tumor, usually in the tubal angle. The tube and 
the ligamentum ovarii proprium are separated from 
the tumor, and after their ligation the broad liga- 
ment is dissected away step by step and divided 
behind the course of the ligamentum teres until 
the infundibulopelvic ligament comes to view. The 
latter also is ligated and divided. If the cystoma 
is very large, it is punctured and reduced in size 
and then usually pealed loose bluntly from the 
posterior surface of the uterus and the cavity be- 
hind the uterus. Sharp dissection is seldom neces- 
sary. This procedure does not produce a large wound 
surface in the small pelvis and does not threaten 
injury to the vessels and ureters. The narrow wound 
surface extends from the tubal angle to the in- 
fundibulopelvic ligament and is closed by continuous 
suture. 

Since the author has regarded all intraligamentous 
tumors as pseudo-intraligamentous and has operated 
upon them by the method described, he has never 
observed complications of any sort. Peritubal 
hydrocele is operated on according to the same 
principles, typical adnexotomy being performed after 
slitting of the sac from the tubal angle. 

IE. GOLDBERGER (G). 


MISCELLANEOUS 


Siebke, H.: Thelykinin and Androkinin, the Fe- 
male and Male Sex Hormones, in the Body 
of the Female (Thelykinin und Androkinin, das 
weibliche und maennliche Sexualhormon, im Koer- 
per der Frau). Arch. f. Gynaek., 1931, cxlvi, 417. 

The author believes that thelykinin develops the 
uterus so that it can carry a pregnancy to term and 
builds up in the endometrium the mucous mem- 
brane of the first half of the menstrual cycle so 
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that the secretory phase of the mucosa is possible. 
The results of determinations of thelykinin content 
of the urine of women which were previously reported 
by the author are supplemented in this article by 
the results of further studies carried out by the same 
method. The hormone was extracted by triple 
boiling for two hours with benzol and later taken 
up in oil. The amounts of hormone excreted in the 
faeces were disregarded. In the cases of four women 
it was found that in the normal menstrual cycle the 
maximum amount of thelykinin excreted in the 
urine is reached at about the tenth or eleventh day 
preceding the next menstruation and the minimal 
amount shortly before menstruation. These find- 
ings refute the generally accepted theory that the 
excretion of the hormone is greatest at the time of 
menstruation. 

The author presents also curves of the excretion 
of thelykinin in the urine in the apparently pro- 
longed menstrual cycle. These curves paralleled 
all histological determinations made heretofore on 
the growth and atresia of the non-maturing follicle. 
In metropathia hemorrhagica it was found that the 
urine collected on the nineteenth and twentieth days 
before the onset of the metropathic bleeding con- 
tained 362 mouse units for the two days, whereas 
in the previous and subsequent period of amenor- 
rhoea it contained 49 mouse units daily. During 
amenorrhoea the urine may show slight amounts of 
thelykinin constantly or occasionally, or none. 

From these findings the author draws critical 
conclusions regarding the therapeutic use of the 
hormone. Numerous problems are still unsolved. 
There is a disharmony between the urinary and 
blood curves of thelykinin in the normal menstrual 
cycle. In the blood, the greatest concentration is 
found shortly before menstruation, whereas in the 
urine the amount of hormone at that time is 
especially small. Siebke suggests that this may be 
explained by slight chemical changes occurring in 
the body which cause a considerable variation in the 
strength of the hormone and under certain conditions 
pathological effects. 

The second part of the article deals with andro 
kinin. To demonstrate this hormone the author 
used the cockscomb test, the cytological regeneration 
test, and the mitogenesis test. The cockscomb test 
is based on the fact that the cockscomb shrinks 
when the testicles are removed and this degeneration 
can be prevented by the continuous administration 
of androkinin. ‘The author’s tests were made on 
pure-blooded white Leghorn capons which were 
castrated at the age of two or three months. The 
author describes the technique of the castration and 
its effects on the comb in detail. The changes in 
the comb were measured on photographs showing 
the silhouette of the comb. The size of the comb 
was determined on the photographs with a planim- 
eter. The test is considered positive when the 
enlargement amounts to more than 15 per cent. 
Values less than this cannot be accepted as full 
cockscomb units. The enlargement of 15 per cent 








452 INTERNATIONAL ABSTRACT OF SURGERY 


must be reached within twelve hours after the last 
injection. The author states that the test is specific 
and its results can be read off rapidly. It is also 
cheap, as the capons can be used again. It can be 
traced back to Pézard. Siebke has found it better 
than the cytological regeneration test and the mito- 
genesis test (Loewe and Voss). No definite relation- 
ship between the units of the different tests has been 
demonstrated. 

The author presents a brief review of the sources 
of androkinin. This hormone is widely distributed 
and no more type-specific than thelykinin. Siebke 
found it in considerable amounts in the urine of 
pregnant and puerperal women, whether the child 
was male or female. It was not demonstrable in the 
extract of fetuses or the placenta, but was dis- 
covered in menstrual blood. Urine at the time of 
menstruation contained from 1 to 2 cockscomb units 
of this hormone, whereas its content of thelykinin 
was very low. Siebke has found androkinin also 
in the urine of women suffering from carcinoma, 
hydatid mole, and chorionepithelioma, but was 
unable to demonstrate it in carcinoma extract or 
the urine of women with benign tumors. 

Kk. Parirpe (G). 


Cannon, D. J.: The Physiology of Menstruation; 
Its Relation to the Etiology and Treatment of 
Functional Uterine Bleedings. J. Obst. & 
Gynec. Brit. Emp., 1931, Xxxviii, 743. 

The author advances his ‘telescopic’ theory of 
menstruation, that follicular hormone is secreted 
from the end of one menstrual period to the begin- 
ning of the next, and that the hormone of the corpus 
luteum is secreted from the end of ovulation to the 
beginning of the menstrual period. The corpus 
luteum hormone is considered complementary to the 
follicular hormone, but there must be something 
further for maintenance of the interval endometrium. 
This is probably the mechanism responsible for the 
onset of the follicular phase. Bleeding from the 
normal premenstrual endometrium is caused by the 
action of a toxin or hormone released as a result of 
the withdrawal of the follicular hormonic support. 
Considerable experimental material is reviewed in 
support of these theories. 

(Estrin undoubtedly plays a part in the produc- 
tion of the glandular hyperplasia found in metro- 
pathia hemorrhagica, but does not account for the 
occasional stromal hyperplasia. The former is 
probably due to the prolonged secretion of Prolan A 
acting through the ovary, and the latter to the ac- 
tion of Prolan A per se. 

Epimenorrhoea (shortening of the menstrual cycle 
with normal bleeding) and epimenorrhagia (shorten- 
ing of the menstrual cycle with profuse bleeding) are 
most apt to occur at puberty and the menopause. 
In these conditions there is premature development 
and premature decay of Prolan A rather than pre- 
mature removal of Prolan B. The action of Prolan A 
is intense, but shortened, whereas in metropathia 
hxmorrhagica its action is prolonged. 


The action of Prolan A and B when they are given 
together is the simultaneous production of follicles 
and corpora lutea. The latter are atretic and do not 
go through the follicular phase. It is apparent from 
this that there must be some mechanism which is 
responsible for the normal orderly sequence of 
events, and that that mechanism is the reciprocal 
relation between the ovaries and pituitary as shown 
by experiments on animals. The stimulation of the 
act of ovulation causes the secretion of Prolan B, 
and during pregnancy the trophoblast causes further 
stimulation and continuance of the corpus luteum. 
The author suggests a nervous mechanism with its 
center in the hypothalamus as an even more funda- 
mental factor than the hormonic secretion of the 
pituitary. This theory is based on the findings of 
animal experiments and Young’s observation that 
cervical lesions lead to abnormal ovarian function. 

The author considers X-ray and radium therapy 
successful in the treatment of functional uterine 
bleeding, but hopes for specific endocrine therapy. 
Prolan A and B should be given in metropathia 
hemorrhagica, and Prolan A should be effective in 
epimenorrhcea and epimenorrhagia. 

Henry S. ACKEN, Jr., M.D. 


Natvig, H.: Urinary Incontinence in the Female. 
Anatomy, Physiology, Clinical Findings, Etiol- 
ogy, and Operative Treatment (Die Harnin- 
kontinenz beim Weibe. Anatomie, Physiologie, 
Klinik, Ursachen, operative Behandlung). Norsk 
Mag. f. Legevidensk., 1931, xcii, 325. 

Mechanically produced urinary incontinence with 
loss of urine in spurts is especially frequent in women. 

It is induced by sudden straining of the abdominal 

musculature—in mild cases by coughing, vomiting, 

and sneezing, and in severe cases by any strenuous 
movement of the body. The changes responsible 
for it are purely mechanical, a reduction in the 
elasticity and over-stretching of the tissues belong- 
ing to the vesical sphincter. The fact that the loss 
of urine is always limited to a single spurt is ex- 
plained by the action of the levator ani muscles 

which are forced downward when the pressure ol 

the abdominal muscles begins, but then immediately 

contract and narrow the urogenital hiatus and the 
urethra from behind forward. Simultaneous reflex 
contractions of other parts of the neck of the bladder 

supplement this mechanism to some degree. As a 

rule incontinence of this type is caused by birth 

trauma. The latter is due more frequently to weak- 
ness of the supporting tissues of the urethra and 
bladder than to direct injury of the sphincter muscles. 

A very much less common cause of mechanical in- 

continence is abnormal traction on the neck of the 

bladder by <cicatrices, old inflammatory residues, 
and tumors. There are also many cases of urinary 
incontinence of purely nervous origin. The author 
reports a small group of cases of this type which 
he treated surgically. er 

In mechanical urinary incontinence operation 1s 
the only proper treatment. ‘The author describes 




















in detail the anatomy of the vesical sphincter, which 
includes practically all of the connective tissue in 
the pelvis. He reviews the different operations in 
their chronological order and compares their pur- 
poses and techniques. He performed his first opera- 
tion for urinary incontinence, a vesicovaginal inter- 
position of the uterus, in January, 1908. His aim 
was to provide the urethra and bladder with a firm 
support against the pressure of the abdominal 
muscles causing the involuntary loss of urine. He 
employed Schauta’s technique. Complete relief 
resulted for six months, but at the end of that time 
there was a slight recurrence. The author attributed 
the recurrence to too high and too horizontal fixa- 
tion of the uterus. The body and cervix of the uterus 
lay well above a line passing through the symphysis 
and the coccyx. 

Since 1909, Natvig has performed the operation 
with an improved technique. He fixes the interposed 
uterus lower down, directly in the genital hiatus, by 
a procedure he calls ‘‘anterior hiatopexy.” The corpus 
of the uterus is fixed on each side by a deep suture 
to the lateral portion of the plica angularis vagine 
with its strong tissue mass attached to the descend- 
ing ramus of the pubic bone. The procedure is 
shown in several illustrations. The uterus is brought 
into a more vertical position which is little affected 
by the pressure of the abdominal muscles and forms 
an excellent support for the urethra and the neck 
and base of the bladder. 

The author has employed also the technique of 
Bonney (1923), longitudinal plication of the sub- 
urethral layer of fascia, and the Goebell-Stoeckel 
plastic operation utilizing the pyramidal fascia. 

Sixty-three cases operated upon in the period 
from 1908 to 1930 are reviewed. In fifty-five the 
incontinence was mechanical and in eight it was a 
symptom of a functional nervous disturbance. In 
forty-two of the fifty-five cases of mechanical in- 
continence the condition was caused by a birth 
injury; in twelve, by cicatrices, inflammatory fixa- 
tions, or the traction of a tumor; and in one, by 
roentgen treatment of the myomatously degenerated 
interposed uterus. In twenty-seven of the cases in 
which it followed a birth injury there was a com- 
plicating urogenital prolapse. 

In one case (the first case) of mechanical in- 
continence the Schauta interposition with relatively 
high fixation of the uterus was done and followed 
by improvement. In thirty-nine cases, interposition 
with lower fixation of the uterus under the pubic 
arch, anterior hiatopexy, was performed and re- 
sulted in a complete cure in thirty-seven and a 
practically complete cure in two. Of ten patients 
treated by the Bonney fascial plication, nine were 
cured and one was benefited. Three of these women 
later gave birth to children. Two of them remained 
continent. In the case of the third, whose condition 
was only improved, the failure to obtain a complete 
cure was due to the fact that pregnancy occurred 
too soon after the operation and was associated 
with hyperemesis. The Goebell-Stoeckel operation 
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utilizing the pyramidal fascia was performed in two 
cases and resulted in a cure in both. In three cases 
a myomatous uterus was removed. 

The author operated also on the eight cases in 
which the incontinence was due to nervous excite- 
ment, certain suggestive impressions, sensory im 
pressions, or irritability of the bladder. Three 
women who had been incontinent since childhood 
and had acquired a prolapse from child-bearing 
were treated by an interposition operation with 
anterior hiatopexy, In the cases of the five others 
the Bonney fascial plication was done. Five of the 
eight patients were completely cured and two were 
greatly benefited. In the case of a girl of fifteen 
years the operation failed. 

The author comes to the following conclusions: 

1. Mechanically caused urinary incontinence may 
be cured by operation. In cases without prolapse, 
Bonney’s fascial plication is indicated. In cases 
with prolapse, the interposition operation with low 
fixation of the uterus, anterior hiatopexy, is usually 
to be preferred. When the child-bearing function 
must be preserved the prolapse must be treated 
separately. Under such circumstances the plastic 
operation utilizing the pyramidal fascia is to be 
considered and cwsarean section must be done in 
subsequent pregnancies. 

2. Nervous urinary incontinence may be treated 
surgically along the same lines. 

3. When there is a complicating urinary fistula 
interposition with hiatopexy is usually preferable 
to the plastic operation utilizing the pyramidal 
fascia. 

4. In congenital conditions such as epispadias 
and hypospadias, the plastic operation utilizing the 
pyramidal fascia is the best procedure. 

5. In cases of urinary incontinence due to disease 
of the central nervous system, operation should not 
be attempted. SAENGER (G). 


Meaker, S. R.: Some Observations upon the Causes 
of Human Sterility. J. Obst. & Gynec. Brit. Emp., 
1931, XXXvili, 807. 

The author’s conclusions are based on an organ- 
ized group study of sterility. The causative factors 
in twenty-five completely studied cases are discussed. 

Local abnormalities in the male contributing most 
directly to sterility are testicular and epididymal 
lesions. Hypoplasia or atrophy of the testicles 
interferes with spermatogenesis, and inflammatory 
or other conditions may create an epididymal block- 
ade. Other genital lesions appear to be of relatively 
minor importance. 

In the female four frequent abnormal conditions 
of the reproductive organs which may cause sterility 
are developmental arrest, hostility of the endo- 
cervical mucus, tubal blockade, and mechanical 
interference with ovulation. Some degree of hypo- 
plasia of the female genital organs can be identified 
in a large proportion of cases of sterility. 

The study of sterile human matings reveals a high 
incidence of certain constitutional abnormalities: 
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endocrine disorders, chronic intoxications, metabolic 
faults of extrinsic origin, and conditions of general 
debility. Disturbances of the pituitary gland, espe- 
cially underfunction of the anterior lobe, is common 
in both sexes. Next in frequency are thyroid failures. 
Primary endocrine failure of the ovary is encountered 
in only a small number of cases. The author has seen 
no evidence of testicular endocrinopathy in any case 
of sterility. Of the chronic intoxications, those due 
to focal infection take first place. Others are hepatic 
toxemia, colonic stasis, and diseases such as syphilis, 
malaria, and alcohol, morphine, and lead poisoning. 
In some cases fertility may be lowered by general 
debility. 


Distribution of Causative Factors in Twenty-Five Cases 
of Sterility 


Constitu- 


tional Local Total 
Male factors 31 12 43 
Female factors 3 5! 82 
[tm 5. : : 62 03 125 





It is important to recognize the fact that in the 
ordinary clinical case of sterility the condition is due, 
not to one abnormal condition, but to a summation 
of several causative factors. Diagnostic study of a 
sterile couple reveals from two to eight factors con- 
ducive to infertility. ‘The average in the series of 
cases reviewed by the author was five. A single 
impediment to fertility is often overcome spontane- 
ously, as the contraceptionists have discovered, but 
the sum total of four or five factors is usually sufii- 
cient to depress fertility of a mating below the 
threshold of conception. 

About one-third of all causative factors are in the 
male and two-thirds are in the female. In a large 
majority of cases a division of responsibility is found. 
Complete freedom from evidence of infertility is seen 
in fewer than 1o per cent of men and in fewer than 
5 per cent of women presenting themselves to 
clinicians for the relief of sterility. In only a minority 
of cases is the individual unqualifiedly sterile. 

THEODORE J. Morris, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Candela, N.: A Comparative Study of the Biological 
Test of Brouha and Simonnet and the Asch- 
heim-Zondek Reaction (Studio comparativo tra 
la prova biologica di Brouha e Simonnet e la reazione 
di Aschheim-Zondek). Riv. ital. di ginec., 1931, Xili, 
I. 

Aschheim and Zondek devised a method of mak- 
ing an early diagnosis of pregnancy by injecting 
the urine of the woman into immature female 
white mice. In the absence of pregnancy the injec- 
tion does not produce any change in the genital 
organs of the mice, but in the presence of pregnancy 
it causes development of the uterus, maturation of 
follicles, hydropic follicles with hemorrhagic points, 
luteinization of some follicles, and intense follicular 
atresia. Only the changes in the ovary show that 
the reaction is positive as increased size of the uterus 
may be caused by ovarian hormones in the urine. 

Brouha and Simonnet suggested modifying this 
reaction by injecting the urine into male instead of 
female mice. They claimed that there is an antagon- 
ism between the female genital hormones and the 
male sexual organs and that if the urine caused 
development of the male genital organs it would 
prove pregnancy as ovarian hormones would not 
stimulate the male genital organs but, on the con- 
trary, would be antagonistic to them. 

In a comparison of the reaction of Brouha and 
Simonnet with the Aschheim-Zondek reaction the 
author found that while the Aschheim-Zondek re- 
action is constantly positive in cases of pregnancy 
the Brouha-Simonnet reaction is very inconstant. 
In Candela’s opinion there is no conclusive evidence 
of an antagonism between the female sex hormones 
and the male genital glands. 

AuprrEy Goss MorcGan, M.D. 


Solomons, B.: Methods of Obstetrical Diagnosis 
and Treatment at the Rotunda Hospital in 
1909 Compared with 1929. Proc. Roy. Soc. Med., 
Lond., 1932, XXV, 312. 

This article by the Master of the Rotunda 
Hospital, Dublin, compares the working plant, the 
types of cases, and the methods used in 1909 and 
1929. Solomons draws the following conclusions: 

1. Midwifery changed greatly in the twenty years 
reviewed. 

2. In primipare the head generally does not 
engage before the onset of labor. 

3. The fundus of the uterus should not be con- 
trolled during the third stage of labor. 

4. Packing of the vagina is not necessary in cases 
of accidental haemorrhage. 

5. The marked increase in the use of caesarean 
section is difficult to explain. 
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6. The teaching of students was improved during 
the period reviewed. A. H. GLappeN, Jr., M.D. 


Celentano, P.: The Behavior of the Platelets in 
Obstetrics and Gynecology (Il comportamento 
delle piastrine in ostetricia e in ginecologia). Arch. 
di ostet. € ginec., 1931, XXXVili, 697. 

Celentano reports the results of 327 platelet 
counts, 206 of which were made during pregnancy 
and the puerperium and 121 in various gynecological 
conditions. All of the counts were done according 
to the method of Téoumine. 

A mild and inconstant diminution of the platelets 
was noted during the late months of normal preg- 
nancy, and a more pronounced decrease in com- 
plicated pregnancies and puerperal infections. In 
gynecological conditions, a reduction was noted 
during the menstrual period and in hemorrhagic 
diseases, acute inflammatory processes, and a few 
cases of carcinoma of the uterus. In cases of chronic 
inflammatory lesions and benign tumors the count 
was normal. Occasionally a transitory thrombo 
cytosis occurred during the period of resolution of 
inflammatory processes and puerperal infections. 

The author believes that his findings support the 
hypothesis that the platelets are concerned in some 
way in the defense of the organism against infective 
and toxic processes. Peter A. Rost, M.D. 


Saidl, J.: Leukzemia and Pregnancy (Leukaemie und 
Schwangerschaft). Cus. lék. Eesk., 1931, ii, 940. 

The author reports two cases of leukemia during 
pregnancy. In the first case, that of a para-iii 
thirty-five years of age, a diagnosis of myeloid 
leukemia associated with a large splenic tumor had 
been made two years previously. After three treat- 
ments of the spleen with radium the blood findings 
showed considerable improvement, the neutro- 
philic leucocytes increasing from 34 to 55 per cent 
and the immature forms undergoing a corresponding 
decrease. After the third irradiation a five-month 
pregnancy was discovered. Daily elevations of the 
temperature led to X-ray examination of the lungs. 
As this revealed a fibrodestructive phthisis, inter 
ruption of the pregnancy was necessary to save the 
patient’s life. Supravaginal amputation of the uterus 
was done by laparotomy. Haemostasis was very dif- 
ficult, but was finally accomplished with stryphnon 
gauze. Except for phlebitis, recovery was unevent 
ful. Three months later the blood findings showed 
considerable improvement, the patient had gained 
7 kgm., the enlargement of the spleen had disap- 
peared, and the temperature was normal. 

The second case was that of a woman fifty-two 
years of age who came to the clinic in 1925 with great 
enlargement of the spleen. Haematological examina- 
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tion disclosed a myeloid leukemia. The genital 
examination was negative. After two roentgen ir- 
radiations the patient disappeared for seven months. 
When’she returned she was in the sixth month of 
pregnancy and her general condition was very much 
worse. She refused further treatment by irradia- 
tion and two months later, at her home, was de- 
livered of a dead child. After delivery, atonic 
bleeding set in and death resulted. 

Both cases demonstrate that in cases of leukaemia 
even an early pregnancy threatens the life of the 
mother. Therefore at the Ostr¢il Clinic it is believed 
that in cases of myeloid leukemia an early preg- 
nancy should be interrupted at once, before it de- 
velops far enough to endanger life, and after involu- 
tion of the uterus the patient should be sterilized. 

When the pregnancy is advanced, it is interrupted 
only when this is necessary to save the woman’s 
life. Otherwise radium irradiation is used. If the 
pregnancy is carried to term, atonic hemorrhage 
must be reckoned with. After delivery the preven- 
tion of further pregnancies is indicated. This may 
be accomplished by hysterectomy or by roentgen 
castration, but is done best by intra-uterine irradia- 
tion with radium. From 2,500 to 3,000 mgm.-hr. 
are sufficient and do not interfere with the other 
functions of the ovary. Intra-uterine treatment with 
radium has been of service also in the metrorrhagias 
of leukaemia. The author reports a case of severe 
menorrhagia in a woman thirty-eight vears of age. 
Leukemia with 260,000 white blood corpuscles was 
diagnosed. Curettage disclosed hyperplasia mucos:e 
glandularis. Following the intra-uterine applica 
tion of 3,000 mgm.-hr. of radium the bleeding 
ceased. Repeated radium irradiation of the spleen 
changed the blood picture to practically normal. 

As the patient is usually not referred for gyneco- 
logical treatment until after a severe hemorrhage 
from the genital tract has directed attention to the 
hemorrhagic diathesis, the author recommends that 
every leukemic woman be given intra-uterine radium 
treatment on general principles as soon as her condi- 
tion is recognized. E. GOLDBERGER (G). 


Dodds, G. H.: 
and the Puerperium. 
Emp., 1931, XXxviii, 773. 


Bacteriuria in Pregnancy, Labor, 
J. Obst. & Gynec. Brit. 


This report is based on bacteriological examina- 
tions of 970 specimens of urine. Before the speci- 
mens were collected the vulva and urethral orifice 
were cleansed with a 1:1,000 solution of perchloride 
of mercury. The person collecting the specimens 
did not wear gloves, but his hands were scrubbed 
for three minutes. Glass catheters were employed 
except in labor cases. A drop of uncentrifugalized 
urine and a drop of ventrifugalized deposit were 
examined within two hours of the time the urine 
was taken. The author obtained the antepartum and 
postpartem specimens, but not those collected 
during labor. Of 793 patients, the urine of 87.2 per 
cent was sterile. Bacteriuria was more frequent in 
the puerperium than in pregnancy or labor. 
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The presence of organisms in the uncentrifugal- 
ized drop indicates that urinary tract inflammation 
may follow, but the presence of a few pus cells alone 
is not significant. When pus cells and organisms 
are found in the uncentrifugalized drop of freshly 
catheterized urine they are indicative of urinary 
tract inflammation. ; 

The danger of infection from catheterization js 
considered to be very slight when the catheterization 
is done properly. 

Colon bacilluria, as shown by culture of the cen- 
trifugalized and uncentrifugalized drop, was usually 
permanent, while the bacteriuria due to organisms 
other than the colon bacillus was, with 1 exception, 
transitory. However, colon bacilli may be present 
in the bladder during pregnancy, labor, and the 
puerperium without causing signs of an inflammatory 
reaction. ; 

In the cases studied there was no demonstrable 
relation between the bacteriuria and parity, the 
period of the pregnancy, septic foci, previous renal 
disease, toxaemia, or a morbid puerperium. 

Henry S. ACKEN, Jr., M.D. 


Lindquist, E.: Abortion 
Aborte in Malm6). 
1931, xil, Supp. 1. 


in Malm6é (Ueber die 
Acta obst. et gynec. Scand., 


This article is based on a review of the histories 
of 2,235 cases of abortion and more than 25,000 
deliveries at the Malm6 General Hospital in the 
period from 1897 to 1928 inclusive. 

The number of living children born to each 1,000 
women between the ages of seventeen and forty-five 
years showed a decrease. The legitimate births fell 
from 245 in 1908 to 90 in 1927, and the illegitimate 
births from 52 in 1908 to 19 in 1927. 

The number of abortions registered annually rose 
from 121 in 1gto to 282 in 1927. 

In the records of 92.8 per cent of the total abor- 
tions at the hospital no reason for the abortion was 
given. 

Judging from the case histories, criminal abortion 
was certain or probable in only 36 cases. 

It appears that a previous pregnancy or abortion 
does not in itself create a predisposition to sponta- 
neous miscarriage in a later pregnancy. 

Greater age does not in itself appear to pre- 
dispose in any great degree toward miscarriage. 

A miscarriage has probably no unfavorable in- 
fluence on a later delivery. 

A study of the frequency of abortion in different 
groups of married and unmarried women, especially 
as compared with the frequency of abortion in 
married primipare, suggested that criminal abortion 
was frequent in all of the groups except the married 
primipare. 

Among the married primipare the incidence of 
abortion remained fairly constant between 1 and 
3 per cent up to 1924. It then rose somewhat, prob- 
ably because of criminal abortion. 

Among married secundipare it was about the 
same from rg10 to 1915 inclusive as among married 
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primipare. After 1916 it increased. In the period 
from 1923 to 1927 it ranged from 4.0 to 7.7 per cent. 

Among married tertipare from 1904 to 1916 it 
was between 4.7 and 9.0 per cent in the period from 
1904 to 1916. It then increased each year until, 
in the period from 1923 to 1927 it was about 13 
per cent. ; — ; 

Among married quadripare and quintipare it was 
between 7 and 12 per cent in the period from 1904 
to 1916. After this period it showed an annual 
increase, particularly from 1918 to 1920. In the 
last few years it was about 17 per cent. 

Among married sextipare and women who had 
borne more than 6 children it was fairly high and 
showed a slight annual increase even as early as 
1904. From about 17 per cent in the period between 
1904 and 1916 it increased to about 25 per cent in 
the last few years. 

Among unmarried primipare it was comparatively 
constant between 2.3 and 4.6 per cent in the period 
from 1904 to 1916, but thereafter showed a marked 
increase to about 11 per cent in the period between 
1924 and 1927. 

Among unmarried multipare the incidence of 
abortion was 6 per cent in the period from 1904 to 
1916 and 22 per cent in the period from 1922 to 
1927. 

Among married women who had already passed 
through 2 pregnancies, criminal abortion appeared 
to be an important cause of miscarriage as early as 
1904. It was practiced more frequently each year 
and more often the greater the number of children 
the patient had borne previously. Married secundi 
pare did not begin to practice criminal abortion 
until about 1916, and married primipare did not 
begin to practice it until about 1924. 

In the last few years 10 per cent of the mis- 
carriages of married primipare, 50 per cent of those 
of married secundipare, and from 8o to go per cent 
of those of married tertipare and multipare and 
unmarried women were due to criminal abortion. 

It is probable that criminal abortion could more 
often be performed without risk of fever when the 
pregnancy had passed the third month. 

Women who have once practiced criminal abor- 
tion are apparently apt to do so again. 

Of the married secundipare with miscarriages, 7 
per cent has aborted previously. The incidence of 
repeated abortion rapidly increases in proportion 
to the number of previous pregnancies. Of the sexti- 
pare and other multipare whose histories were 
reviewed, 48 per cent had aborted before, and of 
these, 18 per cent had aborted more than once. 

In the material reviewed by the author there were 
only 3 cases of habitual abortion. 

The frequency of abortion increased in all age 
groups except those above forty years. 

The increase in the frequency of abortion among 
married primipare was highest between the ages 
of twenty-six and thirty-five years. In unmarried 
multipare the greatest increase occurred in women 
under twenty-five years of age. 
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The average age of married primipare with mis- 
carriage was about two or three years higher than 
that of married primipare giving birth to living 
children. In the other groups of married and un 
married women there appeared to be no great dif- 
ference in the average ages of delivered and aborting 
women. 

Of the total number of abortions, 1,590 occurred 
in the second or third month, 316 in the fourth or 
fifth month, and 141 in the sixth or seventh month. 

In the last few years there was a relative decrease 
of abortion in the later stages of pregnancy. In 
the cases of older women the number of abortions in 
the fourth to the seventh months of pregnancy also 
diminished somewhat in comparison to earlier 
abortions. 

True spontaneous abortion is probably more com 
mon after the end of the third month of pregnancy 
than earlier. 

Unmarried women were apparently practicing 
criminal abortion at an earlier stage of pregnancy 
during the last few years than previously. 

Of the total number of abortions at the hospital, 
22.7 per cent (+0.9) were accompanied by fever 
(initial rectal temperature above 38 degrees C.). 

The frequency of febrile abortion was about 21 
per cent in married women and about 26 per cent in 
unmarried women. 

Almost all of the febrile abortions were to a high 
degree open to the suspicion that they were criminal. 
Fever occurred in only 3 or 4 per cent of the abor 
tions of married primipare, but in from 20 to 25 
per cent of the total abortions in all of the other 
groups. 

Apparently a large percentage of the afebrile 
abortions were also criminal. 

There was no conclusive statistical difference in 
the frequency of febrile abortion in different age 
groups of married and unmarried women. 

It seems likely that after the age of forty years 
febrile abortion is somewhat rarer than in other age 
groups. 

For the past few years there has been a certain 
tendency toward an increase in the frequency of 
febrile abortion below the age of thirty-one years. 

Febrile abortions in married women have shown 
some tendency to increase during the last few years, 
but it cannot be claimed with certainty that this 
tendency varies according to the occupations of the 
husbands. 

The frequency of febrile abortion appears to be 
about the same in the different occupations in the 
cases of both married and unmarried women. 

It is possible that criminal abortion can be prac 
ticed with less risk of fever when the pregnancy 
has passed the third month. 

Only ro per cent of the abortions in unmarried 
women occurred in patients with a comparatively 
good social position. The others occurred in women 
belonging to the lowest and worst paid classes. 

Abortion appears to be practiced most frequently 
by factory workers under twenty years of age. 
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No marked change has taken place in the relative 
frequency of abortion among the different occupa- 
tional groups in the last few years. 

Of the abortions among married women, about 
two-thirds were those of workingmen’s wives; about 
20 per cent, those of the wives of petty officials; 
and about 3 per cent those of women whose husbands 
belonged to the more prosperous or educated classes. 

Abortion was not particularly common in women 
whose husbands belonged to the poorest classes. 
The great majority of aborting married women be- 
longed to the lower middle class and that group 
of the working class which have a fairly stable and 
often rather good income. 

In the cases of about 90 per cent of the patients 
with miscarriages measures had been taken to in- 
duce abortion, usually within twenty-four hours 
before the patient’s admission to the hospital. 

[In one case the uterine wall was perforated and a 
lesion of the sigmoid flexure produced when the 
uterus was evacuated, and the patient died. 

Ten and five-tenths per cent of the total number 
of abortions were complicated. 

The average stay in the hospital of patients with 
abortion was ten and eight-tenths days. 

Most of the deaths occurring among patients with 
septic abortion were probably due to criminal 
measures. 

Of the total number of abortions at the hospital, 
1.2 per cent (+0.2) terminated in death. 

The mortality was as follows: total number of 
cases, 0.98 per cent (+0.22); afebrile cases, o per 
cent; febrile cases with a rectal temperature between 
38 and 38.5 degrees C., from 2.3 to 5.9 per cent; 
febrile cases with a rectal temperature of 38.5 
degrees C. or more, from 5 to 13 per cent. 


PUERPERIUM AND ITS COMPLICATIONS 


Grosse, A.: Late Postpartum Hzmorrhages 
(Métrorrhagies tardives des suites de couches). 
Rev. frang. de gynéc. et d’obst., 1931, XXVi, 573. 

Late postpartum hemorrhages seldom appear be- 
fore the eighth or after the seventeenth day fol- 
lowing delivery. Experience has shown that they 
do not constitute a clinical entity, and that no one 
method of treatment is applicable to all cases. The 
treatment must depend upon the presence or ab- 
sence of placental retention and infection. The 
author draws the following conclusions: 

1. Certain postpartum hemorrhages are due to 
the retention of placental fragments. Cure follows 
spontaneous expulsion or artificial removal of the 
retained secundines. 

2. Hemorrhage late in the puerperium may occur 
also as the result of infection in the absence of 
placental retention. In such cases intra-uterine 


manipulation is dangerous. The treatment should 
be limited to medical measures or hysterectomy. 

3. In some cases late hemorrhage occurs in the 
presence of placental retention associated with in- 
fection. Curettage or digital exploration may be 
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dangerous as it may open new portals of infection 
and the uterine muscle rendered friable by the in- 
fection may be easily traumatized. 

The diagnosis of placental retention is often diffi- 
cult. While the circumstances of the third stage 
(particularly manual removal of the placenta), 
examination of the placenta after delivery, and 
occasionally pelvic examination may make the 
diagnosis possible or lead to the suspicion of pla- 
cental retention, digital exploration or curettage is 
usually necessary. Even these procedures are by 
no means infallible as the finger or the curette 
may miss small fragments of placenta. They must 
be done with the greatest care to avoid perforation 
of the uterus. However, the information which is 
obtained usually outweighs the possible dangers, 
In the presence of infection, intra-uterine procedures 
are contra-indicated, especially when the general 
condition is unsatisfactory. When conservative 
measures fail, hysterectomy becomes the treatment 
of choice. When the general condition remains good 
even in the presence of signs of intra-uterine infec- 
tion associated with probable placental retention, 
careful digital exploration or curettage may be per- 
formed. When the infection is localized to the ad- 
herent cotyledons, this procedure may effect a cure. 
Failure to demonstrate the presence of placental 
fragments necessitates hysterectomy if the symp- 
toms continue. The fear of removing a uterus un- 
necessarily often delays hysterectomy until the 
patient’s condition no longer permits the operation. 

The author reports fourteen cases of late post- 
partum hemorrhage. In the one case of hamor- 
rhage and infection without placental retention, 
death followed hysterectomy. In the seven cases 
of hemorrhage and placental retention without in- 
fection which were treated by curettage or digital 
removal of the placental rests there were no deaths. 
In the six cases of hemorrhage and placental reten- 
tion associated with fever, curettage resulted in 
cure in four and death in one and hysterectomy was 
followed by cure in one. Harorp C. Mack, M.D. 


Logan, W. R.: The Relation of the Vaginal Reac- 
tion and Flora During Pregnancy to the Oc- 
currence of Puerperal Sepsis. J. Obst. & Gynec. 
Brit. Emp., 1931, Xxxvili, 788. 

Logan describes the clinically normal vaginal 
secretion in pregnant women as being free from a 
yellow discharge and other evidence of a pathologi- 
cal condition of the vagina or cervix. He considers 
Doederlein’s conception of the normal vaginal secre- 
tion to be the ideal rather than the normal. 

The material for Logan’s study was obtained 
through a speculum with a swab. Smears from 463 
clinically normal women in the last two or three 
months of pregnancy were stained by Jensen’s modi- 
fication of Gram’s method. Sixty-three per cent 
of these smears showed ideal flora, Doederlein’s 
bacilli being enormously predominant. In 37 per 
cent, Doederlein’s bacilli were partly or entirely re- 
placed by other bacteria, such as diphtheroids, and 
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by yeasts. The smears did not give complete evi- 
dence of the bacterial content of the vaginal secre- 
tion as cultures yielded streptococci and other 
organisms when the smears showed only Doeder- 
lein’s bacilli. 

Correlation of the smears and the clinical course 
of the puerperium indicated that a vaginal flora 
deviating from what had been regarded as the ideal 
does not predispose to puerperal sepsis. However, 
although many unknown factors are probably in- 
volved, the incidence of sepsis was considerably 
higher after instrumental interference than after 
spontaneous labor. 

In a study of the reaction of the upper vagina in 
relation to the flora it was found that in clinically 
normal women the secretions were strongly acid, 
regardless of the presence of Doederlein’s bacilli in 
the great majority of the cases. The acidity of the 
vagina had little or no inhibiting effect on the growth 
of streptococci. However, the latter were con- 
sidered to be of low or no pathogenicity. No rela- 
tion could be observed between the reaction of the 
upper vagina in pregnancy in these women and the 
incidence of puerperal sepsis. 

The author next made bacteriological studies by 
anaérobic methods in the cases of 200 women, em- 
ploying broth or glucose broth as primary media 
in 142 cases, and T-broth, serum, hydrocle broth, 
or ordinary broth in 58 cases. Streptococci were 
isolated in 35 per cent and colon bacilli in 5 per cent. 
No hemolytic streptococci were obtained from the 
vagina or cervix of these women. In his detailed 
study of 155 strains of non-hemolytic streptococci 
(Holman’s classification), Logan found that more 
than 20 per cent were of the enterococcus type and 
those of other types occurred in smaller percentages. 

Of 134 women followed, 7 per cent had a septic 
puerperium. In a bacteriological study made in the 
cases of these women it was found that the presence 
of non-hemolytic streptococci or colon bacilli in the 
upper vagina and cervix during pregnancy is of no 
importance in the development of puerperal sepsis. 

In the cases of 26 women, bacteriological examina- 
tion of the cervix at the beginning of labor and during 
the puerperium revealed the colon bacillus in 19 per 
cent and streptococci of the non-hemolytic or viri- 
dans type in 35 per cent. Although the streptococci 
seemed to have little relation to the development 
of puerperal sepsis, colon bacilli appeared to play a 
part in the production of this condition. The 
presence of these organisms in the uterus during the 
puerperium may be considered normal. In the 26 
cases cited there was evidence that massive intro- 
duction of these organisms into the uterus sufficient 
to cause puerperal sepsis might occur in complicated 
labors and operative deliveries. It was observed 
that uterine sepsis could be maintained completely 
by an organism of one type while the blood stream 
in the same case was invaded by an organism of 
another type; also that flora of the uterus during 
the puerperium might be the same when clinical 
Sepsis was absent as when clinical sepsis was present. 
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The author emphasizes that many factors are 
involved in the introduction of puerperal sepsis, 
and that it is only when one factor is so predominant 
as to overshadow all others, as in epidemics due 
to hemolytic streptococci, that the problem can be 
simplified. Therefore, at the present time it is still 
impossible to determine with any certainty why 
one woman develops puerperal sepsis while another 
does not. 

Logan agrees with the view that the time of 
danger from the introduction of organisms into the 
uterus from without is during labor and the first 
few days after labor. A. F. Lasu, M.D. 


NEWBORN 


Liebmann, S.: Some Interesting Fetal Birth In- 
juries and Their Treatment (Ucber cinige inte 
ressantere fetale Geburtsverletzungen und ihre Be- 
handlung). Monatsschr. f. Geburtsh. u. Gynack., 
1931, Ixxxix, 14. 

The author reports on the injuries occurring in 
16,801 births at the second gynecological clinic in 
Budapest and their treatment. He divides the 
injuries into 2 groups: those occurring in spontaneous 
deliveries and those occurring in operative deliveries. 

Injuries to the skull, the bony impressions which 
are usually due to disproportion between the head 
of the child and the maternal pelvis, are considered 
first. As a rule the cause is a narrow pelvis. The 
depressed area is located most commonly in the 
anterior part of the parietal bone, and less commonly 
in the frontal or temporal bones. Because of the 
elasticity of the fetal bones, the impressions seldom 
cause intracranial injury. Correction of the defect 
is done for cosmetic reasons rather than because 
of any danger. Frequently the defect disappears 
spontaneously in the course of time. An attempt 
may be made to fill out the impression by pressure 
on the surrounding areas, by massage, or by opera- 
tion. 

Of the cases at the Budapest clinic, an injury of 
this type occurred in 12. In 7, operative correction 
was done, the depressed fragment being elevated 
subcutaneously under general anesthesia. In 4 cases 
the depression was so slight that correction was 
unnecessary, and in 1 case almost complete dis- 
appearance of the defect occurred spontaneously 
in ten days. Eight of the children were re-examined 
subsequently or followed up by letter. In the 7 
who survived, the impression injury had done no 
harm whatever. 

A much greater menace to the child are fractures 
occurring during birth. Fracture of the spine is 
nearly always fatal. It usually occurs during ex- 
traction in cases of pelvic presentation and involves 
the cervical vertebra. Of 453 infants in pelvic 
presentation, 107 were born dead and 9 of the latter 
had a fracture of the spine. Fractures of the bones 
of the extremities are not so dangerous as they 
heal well. This is true also of fractures of the 
shoulder and pelvic girdles when there are no serious 








400 INTERNATIONAL ABSTRACT OF SURGERY 


complicating internal injuries. Fractures of the 
extremities occurred in 12 of the 453 births reviewed. 
With 1 exception the fractures were unilateral and 
simple. They were associated with more or less 
marked dislocation, but this was easy to correct. 
The fractures were nearly always the result of 
operative delivery. However, in 1 case of vertex 
presentation a fracture of the right humerus oc- 
curred spontaneously, and in another, a fracture 
of the right clavicle occurred while the shoulder 
was being born. Follow-up letters informed the 
author that all of the children treated for fracture 
were in good condition. One infant died of broncho- 
pneumonia while in the clinic. In every case the 
fracture healed well and the development of the 
involved extremity was not disturbed. 

The author then discusses injuries of the peripheral 
nerves during delivery, which involve the brachial 
and facial nerves almost exclusively. So-called 
birth paralyses may be produced mechanically by 
2 factors, viz., pressure and traction. These forces 
are applied to the corresponding plexus either directly 
or indirectly by the obstetrician’s hand or the 
instrument used. Several types of paralysis are 
distinguished according to the location of the 
injury: (1) upper plexus paralysis (Duchenne-Erb 
type), (2) lower plexus paralysis (Klumpke type), 
(3) total paralysis, (4) combined paralysis, (s) 
rudimentary paralysis, and (6) bilateral paralysis. 
Paralyses of the lower extremities due to injury of 
the lumbar plexus are less common. Traumatic 
paralysis of the facial nerve is usually unilateral. 
As a rule it is only a paresis which is recognized 
immediately. Its prognosis is favorable. 

Of the author’s series of cases, paralysis suffi- 
ciently pronounced to be recognized at birth oc- 
curred in 21. In 7, it followed spontaneous delivery, 
and in 14, operative delivery. In 3 cases, facial 
paralysis followed forceps delivery, and in the others 
there was a brachial paralysis. Thirteen of the 
brachial paralyses were of the Duchenne-Erb type, 
4 were median-brachial, and 1 was of the lower- 
plexus type. No special therapy was attempted. 
The flaccid extremities were subjected to baths and 
massage and in a few cases were given electrical 
treatments. 

The author believes that, if they are given correct 
and timely treatment, impression fractures, fractures 
of the extremities, and birth paralyses do not cause 
serious subsequent disturbances in either function 
or development. ROESSLER (G). 


Seitz, E.: Report of Cases of Gonorrhoeal Con- 
junctivitis Which Were Treated in the Eye 
Clinic of the University of Tuebingen During 
the Years from 1921 to 1929 (Ueber die in den 
Jahren 1921-1929 in der Universitaets-Augenklinik 
zu Tuebingen behandelten Faelle von Conjunctivitis 
blennorrhoica). 1930: Tuebingen, Dissertation. 


In the ophthalmological clinic of the University 
of Tuebingen a number of rules have been formulated 
for the treatment of gonorrhceal infection of the eye. 


When a newborn infant with such an infection 
is admitted to the clinic, it is assigned to an ex- 
perienced nurse who, together with the mother if 
possible, is charged with the duty of seeing that the 
secretions of the eye are given free outlet. The 
secretions must not be permitted to collect behind 
the closed lids. Every ten minutes the lids are forced 
apart and the pus is removed. In addition, irriga- 
tion is employed to prevent the collection of gono- 
cocci, cast-off epithelium, and toxins in the con- 
junctival sac. Small compresses wrung out of ice 
water are applied continuously for their external 
antiphlogistic effect and to combat the spasmodic 
tension of the lids which is so dangerous to the 
cornea. In this treatment care must be taken that 
necrosis of the lids does not develop. Throughout 
the course of the affection one drop of a to per cent 
solution of protargol is insiilled in the eye twice daily, 
The solution is prepared fresh for each case and must 
not be allowed to boil. Because of its caustic effect, 
silver nitrate is not adapted to prolonged use in 
this condition. It is employed only in the rare cases 
in which the disease is very resistant to protargol and 
other combinations of silver. The use of protargol 
solution is continued until practically all of the 
secretion has disappeared and the smear on three 
successive days is found to be free from gonococci. 
Then, instillations of a 14% per cent solution of zinc 
nitrate are given until complete healing has occurred. 
Children and adults are treated according to the 
same rules. 

In three of ten cases of gonorrhoval ophthalmia 
in newborn infants, protein therapy exerted a very 
favorable effect, but in the rest it caused no im- 
provement. In four cases of gonorrhoeal ophthalmia 
of children and adults, in which condition the 
prognosis is less favorable than in the gonorrhceal 
ophthalmia of infants because of the more severe 
inflammation and the marked chemosis of the bulbar 
conjunctiva, it gave surprisingly good results. The 
children were rendered free from gonococci in from 
one to three days and adults in from two to seven 
days. In all four cases the eye and vision were 
preserved. From these experiences the author con- 
cludes that protein therapy has a definite place in 
gonorrhceal ophthalmia. However, in most cases of 
gonorrhceal ophthalmia in newborn infants its 
effect is less reliable than in the gonorrhocal ophthal- 
mia of children and adults. In cases with marked 
changes of the cornea it must be used with caution. 

ANSELMINO (G). 


MISCELLANEOUS 


Eden, T. W.: The Infant Mortality of Birth. Lance, 
1931, CCXXi, 1223. 


What clinicians call a normal confinement is a 
severe ordeal to even a normally developed child as 
the infant is squeezed by the uterine contractions, 
buffeted by the walls of the birth canal, and semi- 
asphyxiated by interference with its placental circu- 
lation. 
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In 1930 the stillbirth rate reached 41 per 1,000 
births. Closely related to it is the mortality during 
the first four weeks of life. It is estimated that 20 
per cent of the total stillbirth mortality of lying-in 
hospitals is directly attributable to birth traumata. 
The factors most commonly responsible for death of 
the fetus are breech and occiput-posterior presenta- 
tions. 

Because of the high proportion of abnormal ob- 
stetrical cases in maternity hospitals, the stillbirth 
rate in the majority of these institutions is at least 
double the national stillbirth rate. The East End 
Maternity Hospital, London, reports a stillbirth rate 
of 27 per 1,000 births and 3.5 per 1,000 normal 
labors. The deaths of newborn infants average 13 
per 1,000 normal labors. ; 

A systematic study of birth injuries confirms the 
view that intranatal death is by no means limited to 
difficult obstetrical conditions. The great majority 
of fetal deaths in cases of uncomplicated labor are 
associated with breech presentation and forceps de- 
livery. 

While there is not much evidence with regard to 
the proportion of deaths of newborn infants which 
should be attributed to the effects of labor, deaths 
proved by autopsy to have been due to asphyxia and 
atelectasis are attributable to the birth process. Of 
a series of 800 deaths of newborn infants, 70.6 per 
cent occurred during the first week, 19.4 per cent 
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during the second week, 7.3 per cent during the 
third week, and 2.7 per cent during the fourth week. 
Next to asphyxia, intracranial hemorrhage is the 
most frequent cause of stillbirths and the deaths of 
newborn infants. 

A certain number of infants come to birth in such 
a delicate state that they sustain a fatal injury from 
slight trauma. Of this type are premature infants. 

The medical attendant at the confinement can be 
charged with only a limited responsibility for the 
fetal mortality of birth as no degree of medical or 
nursing skill can make birth anything but a rough 
passage for the child. The problem of the prevention 
of stillbirths and the deaths of newborn infants is 
difficult to solve. Syphilis and the toxemias respond 
to constitutional treatment, but even under the most 
skillful management placenta previa is associated 
with a high fetal mortality. The management of 
breech labors and the use of forceps must be im- 
proved. Another factor of importance in infant 
mortality at birth is the extreme liability of the 
fetus to shock and cerebral injury. 

The author suggests increasing the resistance of 
the child to the stress of birth. Although the size 
or weight of the child in utero cannot be influenced, 
he believes that its power to resist traumatic influ- 
ences might be increased by placing the mother on 
a diet with a carefully balanced vitamin content. 
THEODORE J. Morris, M.D. 








ADRENAL, KIDNEY, AND URETER 


Lazarus, J. A., and Eisenberg, A. A.: Tumors of 
the Adrenal Gland. A Report of Two Cases of 
Paraganglioma of the Adrenal Gland. J. Uvol., 
1932, XXVil, I. 

The two cases of paraganglioma of the adrenal 
gland reported by the authors were those of women 
fifty-eight years of age. In one, the tumor was not 
discovered until autopsy as the clinical picture was 
dominated by a carcinoma of the thyroid. In the 
other, pyelography led tv a diagnosis of adrenal cyst. 

The authors describe and classify adrenal tumors 
on the basis of a review of the literature and con- 
clude that the most important of these rare neo- 
plasms arise from the epithelial structure of the 
gland. 

The outstanding features of tumors involving the 
adrenal cortex are the sex changes seen most fre- 
quently in female children. Tumors arising from the 
adrenal medulla bear a close resemblance to tumors 
of the sympathetic system. The degree of their 
malignancy varies inversely with the state of matur- 
ity of the medullary cells. Paraganglioma, composed 
almost entirely of the chromaffin cells of the medulla, 
is usually benign and occurs only in adults. 

Donavp K. Hiss, M.D. 


Gutierrez, R.: Clinical Management of the Horse- 
shoe Kidney. II. Am. J. Surg., 1932, xv, 132. 


The great frequency of pathological conditions 
associated with horseshoe kidney is well known. 
Many types of operative procedures have been used 
in their treatment—symphysiotomy, heminephrec- 
tomy, pyelotomy, nephrotomy, and plastic opera- 
tions. 

The striking feature of the pathological picture 
in the twenty-five cases of horseshoe kidney re- 
viewed by Gutierrez was the evidence of interstitial, 
glomerular, and tubular nephritis found especially 
at autopsy. Gutierrez believes that such cases 
should be classified as cases of horseshoe kidney 
disease, a new entity. 

The symptoms are extremely varied, but the triad 
of pain in the epigastric or umbilical region, a history 
of chronic constipation associated or not with gastro- 
intestinal disorders, and urinary disturbances with 
early signs of chronic nephritis is called the horse- 
show syndrome and was present in twenty-four of 
the author’s twenty-five cases. 

In the diagnosis, a complete examination of the 
urinary tract is essential. The plain plate will 
reveal the condition in only a few cases. The most 
valuable pyelographic findings are: (1) inversion and 
rotation of the pelves, (2) inversion of the calyces, 
particularly the lower ones, (3) an unusual localiza- 


GENITO-URINARY SURGERY 


402 


tion and an elongated, bizarre shape of the pelves, 
and (4) a peculiar position of the ureters. 
Gutierrez presents an entirely new pyelographic 
relationship which he calls the typical horseshoe 
kidney pyelographic triangle with a minimum lower 
angle. This was seen in eighteen of the nineteen 
cases reviewed, in which the diagnosis was made 
during life. In the normal kidney the minimum 
lower angle is about go degrees, whereas in the 
horseshoe kidney it averages about 20 degrees. 
ANDREW MCNALLY, M.D. 


Mihalovici, I.: sonsiderations Regarding the 
Formation of Calculi in Gonorrheeal Pyelitis. 
Report of a Case (Considérations sur la formation 
des calculs dans la pyélite blennorragique avec un 
cas personnel). J. d’urol. méd. et chir., 1931, Xxxii, 305. 

Pyelitis occurring in the course of acute gonor- 
rhoeal urethritis is not rare. It is nearly always 
the result of an ascending infection. Sometimes 
streptococci and staphylococci are associated with 
the gonococcus in the process. 

The stages in the formation of the calculi are as 
follows: (1) the formation of a nucleus of cells, 
bacteria, or fibrin, (2) a spheroid deposit of urinary 
salts brought about by changes in the colloids of 
the urine (as demonstrated by the investigations of 
Keyser, Ebstein, and Nicolaier), (3) retention, and 
(4) stone formation. In the absence of retention, 
the precipitated salts are excreted as urinary sand. 

The author cites the case of a young man who 
developed symptoms and signs of posterior urethritis 
and later of pyelitis in the course of acute gonor- 
rhoea. Ten days after the first symptoms of pyelitis 
he had an attack of renal colic with hematuria, 
which recurred at intervals for five days. Rapid 
recovery followed the passage of a soft, olive-shaped 
calculus. An anomaly of the ureter or renal pelvis 
being suspected, an X-ray examination was made. 
The roentgenogram revealed angulation, stenosis, 
and fixation of the left ureter at the level of the 
fourth lumbar vertebra. The contour of the stone 
indicated that it had formed at this point. 

ALBERT F, Dre Groat, M.D. 


Munger, A. D.: Acute Hemorrhagic Cyst of the 
Kidney. J. Urol., 1932, xxvii, 73. 


Munger states that the term “haemorrhagic cyst 
of the kidney” is a misnomer as the lesions to which 
it is applied are cysts of various types into which 
hemorrhage has occurred. 

He reports a case with symptoms of sudden onset. 
A diagnosis of intrarenal tumor, evidently cyst, was 
made. Nephrectomy was followed by uneventful 
recovery. Pathological examination disclosed a cyst 
of lymphogenic origin into which haemorrhage had 
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occurred. Munger believes that these cysts are 
relatively rare and that they cause no distinct syn- 
drome. The treatment is surgical. 

Donatp K. Hips, M.D. 


Boeckel, A., and Franck, A.: A General Study of 
Ureteropyelography and Its Results in 575 
Cases (Etude générale de l’urétéropyélographie et 
de ses résultats d’aprés 575 cas). J. d’urol. méd. et 
chir., 1931, XXxii, 448. 

The 575 cases in which the authors made uretero- 
pyelographic studies included cases of pyelitis with 
distention, hydronephrosis, pyonephrosis, lithiasis of 
the kidney and ureter, urinary fistula, ptosis and 
ectopia of the kidney, tumors of the kidney, cystic 
and polycystic kidney, tuberculosis of the kidney, 
and diseases and anomalies of the ureters. The find- 
ings in these various conditions are reported in de- 
tail and in many instances are shown with roent- 
genograms. 

The authors conclude that ureteropyelography is 
of great aid in the diagnosis of many surgical dis- 
eases of the kidney and is absolutely indispensable 
in the diagnosis of others, such as small and medium- 
sized hydronephroses, stones of the kidney and 
ureter, various diseases of the ureter, and particu- 
larly malformations of the kidney and ureter. In 
addition, it is of great value to the surgeon as a 
guide to treatment. | Auprey Goss Morcan, M.D. 


Young, H. H.: A Plastic Operation to Cure Obstruc- 
tions to the Ureter Produced by Aberrant 
Blood Vessels Without Ligating the Vessels or 
Transplanting the Ureters. Swurg., Gynec. & 
Obst., 1932, liv, 26. 

Obstruction at or near the ureteropelvic junction 
is not infrequently caused by vessels which run from 
the great vessels to the lower pole of the kidney. 
Most of the treatments advised heretofore were 
directed toward removal of the obstruction by 
division and ligation of the blood vessels. However, 
division of the vessel to the lower pole of the kidney 
often leads to definite impairment and sometimes to 
atrophy or even necrosis of the kidney. Quinby 
therefore cuts the ureter and transplants it to 
another portion of the renal pelvis. 

Young reports two cases in which he eliminated 
such an obstruction by plastic repair without liga- 
ting the vessels or transplanting the ureter. The 
technique is described in detail and shown in num- 
erous illustrations. Harry W. PLAGGEMEYER, M.D. 


Dourmashkin, R. L.: The Basis for the Manage- 
ment of Ureteral Calculi. J. Am. M. Ass., 1032, 
XCVH1, 276. 

This article is based on a study of 565 cases of 
ureteral calculi. The author discusses instrumental 
and intravenous pyelography, treatment, accidents 
and complications of cystoscopic manipulations, and 
the indications for operation. 

In a review of 1,oor cases of ureteral calculi 
treated at the Mayo Clinic, Bumpus and Thompson 
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reported that the calculi were removed surgically 
in 480 cases. Of a series of 606 cases treated at the 
Crowell Clinic and reviewed by Squires, the stones 
were removed by cystoscopic manipulations in 87.13 
per cent. 

It is well known that a stone may be lodged in a 
ureter for a considerable length of time without 
seriously interfering with kidney drainage and 
without producing infection of the renal pelvis or 
the changes resulting in hydronephrosis or chronic 
pyelonephritis. The only signs of damage may be 
a slight diminution in the dye output, the presence 
of a few leucocytes in the urine, and varying degrees 
of pelvic retention. In the absence of acute infec- 
tion of the kidney, the occurrence of marked hydro- 
nephrotic changes associated with extensive destruc- 
tion of the renal parenchyma is rare during the first 
year of the condition. 

The routine injection of opaque solutions into 
the renal pelvis in the presence of ureteral obstruc 
tion is dangerous. Unless complete drainage is 
assured, it should be avoided in cases which present 
no diagnostic problem as it frequently causes severe 
infection. With the introduction of intravenous 
pyelography a practically harmless method of ob- 
taining information regarding changes taking place 
above the obstructing stone became available. Intra- 
venous pyelography should be used in every case 
of stone impaction, but is of greatest value in cases 
in which it is impossible to pass the obstruction 
with a ureteral catheter. It has shown that in the 
great majority of cases of chronic calculous obstruc- 
tion even of the apparently hopeless type renal drain- 
age is maintained. However, the temporary cessa- 
tion of renal function so frequently noted in cases of 
acute retention resulting from complete block by a 
ureteral stone may result in total absence of the 
dye shadow on the affected side. In some instances 
all that is noted is a rim of widely dilated calyces, 
the dye penetrating into the spaces immediately 
adjoining the renal parenchyma but failing to de- 
lineate the renal pelvis and the ureter distended 
under pressure with retained urine. The temporary 
nature of such conditions should be constantly 
borne in mind lest they be mistaken for serious 
renal destruction. As a rule an indwelling catheter 
draining off the urine trapped above the obstructing 
calculus will quickly restore the function of the 
kidney. 

Among the factors safeguarding the kidney in 
cases of calculous obstruction of the ureter are 
grooves and irregular channeling of the stones and 
the change in position of a floating stone which 
permit a certain amount of renal drainage. Another 
factor is what the author calls ‘‘renal hibernation,”’ 
a temporary stoppage of renal activity resulting 
from complete ureteral obstruction which is not 
accompanied by destructive changes in the kidney 
and is followed by quick restoration of normal 
renal function after removal of the obstructing 
agent. In such cases the kidney stops excreting 
water as well as solids for a considerable length of 
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time and the intravenous pyelogram may show 
complete absence of the dye shadow. 

Because of the mechanisms operating to main- 
tain renal drainage and preserve the integrity of 
the kidney, the discovery on cystoscopic examina- 
tion of an impacted calculus in the ureter does 
not necessarily indicate a surgical operation. If 
the patient can be kept under continuous observa- 
tion, if there is no clinical or cystoscopic evidence of 
infection, and if the position and size of the stone 
are favorable for its removal by conservative meas- 
ures, operation may be delayed for even months 
with the hope that the calculus may be removed 
by cystoscopic manipulations. 

Meatotomy for the removal of stones in the 
lower end of the ureter is associated with consider- 
able danger. The author prefers to dilate the ureter 
with rubber bag catheters or a grooved metallic 
bougie. He states that the forcible extraction of 
such stones by grasping instruments is dangerous 
and less eflicient than ureteral dilatation. As instru- 
mentation is always followed immediately by eedema 
of the ureteral tissues, the stones usually do not 
pass for several days after the dilatation. When the 
dilatation is done skillfully it is associated with no 
mortality, 

Surgery is necessary when the stone is not ac- 
cessible to cystoscopic procedures, when it is too 
large to be removed through the distal part of the 
ureter, when there is severe renal infection or a 
congenital stenosis of the ureter, when bilateral 
impacted ureteral stones are present, and when the 
kidney is of the horseshoe type. 

CLAubE D. Hotmes, M.D. 


Walters, W.: Transplantation of the Ureters. Am. 
J. Surg., 1932, Xv, 15. 

The author reports the results obtained in trans- 
plantation of the ureters to the rectosigmoid and 
removal of the extrophied bladder in a group of 
seventy-six patients operated on at the Mayo 
Clinic. The method of transplantation was first 
used by C. H. Mayo in February, 1912. Mayo ap 
plied Coffey’s principle of submucous duct trans- 
plantation to the ureter. The operative procedures 
have been divided into three stages: (1) transplant- 
ation of the right ureter into the rectosigmoid; (2) 
transplantation of the left ureter two weeks later; 
and (3) removal of the extrophied bladder ten days 
later. 

In none of the cases reviewed were ureteral 
catheters used in the transplantation. Three of the 
patients died in the hospital after the operation. 
Twenty-seven have lived five years and thirteen 
have lived ten years since the operation. The results 
were unsatisfactory in only three cases. In 50 per 
cent of the cases there was no evidence of renal in- 
fection. In 21 per cent there were short periods of 
mild renal infection. In most cases the interval 
between such periods was many months, and in 
some of them it was years. The infection was mild 
and apparently had little effect on the patient. 
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The intravenous use of compounds such as uro- 
selectan has made possible a study of renal function 
as well as of the outline of the renal pelvis and ureter 
in many of these cases. The use of this method and 
of other methods of studying renal function leads 
to the belief that renal function is normal and that 
there is no dilatation of the renal pelves, calyces, or 
ureters in cases in which the ureterosigmoidal trans- 
plantation is accurately carried out. 


BLADDER, URETHRA, AND PENIS 


Rizzi, R.: Rare Tumors of the Bladder (Tumori rari 
della vescica). Arch. ital. di urol., 1931, viii, 306. 

The author reports three cases of unusual tumors 
of the bladder. The first was that of a woman fifty- 
three years of age who gave a history of hematuria 
for about three months before her admission to the 
clinic. There were no other signs referable to the 
urinary tract. Physical examination revealed a 
chestnut-sized tumor mass that appeared to be 
adherent to the bladder and was noted only on 
bimanual palpation. Cystoscopic examination dis- 
closed a neoplasm in the dome of the bladder. The 
mucosa elsewhere was normal. The tumor mass was 
resected with about 2 cm. of the bladder wall. 
The histological diagnosis was adenocarcinoma. The 
patient made an uneventful recovery. 

The author’s second case was that of a woman 
aged sixty years who gave a history of dysuria and 
hematuria of one year’s duration. General physical 
examination was negative. Bimanual examination 
disclosed a small tumor mass adherent to the blad- 
der. Cystoscopic examination revealed an ulcerated 
tumor which projected about 1.5 cm. into the dome 
of the bladder. The remaining mucosa appeared 
normal. Resection was done as in the first case. 
Pathological examination showed the neoplasm to be 
a well-circumscribed, predominantly extravesical 
mass which had infiltrated the entire thickness of 
the bladder wall. The histological diagnosis was 
colloid adenocarcinoma. The patient made an un- 
eventful recovery. 

The third case was that of a female child two 
years of age who had dysuria and hematuria for 
about six months. Because of the progressively 
increasing difficulty in urination a suprapubic cystot- 
omy was done and a tube inserted into the bladder. 
During this operation a vesical tumor was dis- 
covered. About fifteen days later a small mass 
appeared in the operative wound. ‘This mass 
gradually increased in size, became fungoid, and 
involved almost the entire hypogastrium. Biopsy 
showed it to be a myxosarcoma. The child died one 
month after the operation. 

The author reviews the literature on these rare 
tumors and discusses the etiological factors, symp- 
toms, cystoscopic findings, and treatment. He be- 
lieves that the adenocarcinomata in the first two 
cases originated from embryonic rests of the allantoid 
duct, and the myxosarcoma in the third case from 
rests of mucoid tissue. Peter A. Rost, M.D. 
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Chwalla, R.: Experiences Regarding the Operative 
Treatment of Prostatic Hypertrophy (Erfahr- 
ungen ueber die operative Behandlung der Prostata- 
hypertrophie). Zischr. f. urol. Chir., 1931, XXxil, 245. 

This article is based on 1,280 cases of prostatic 
hypertrophy treated in the period from 1913 to 
1930. Suprapubic prostatectomy was done in only 
370. Other operations included a Voelcker ischio- 
rectal intervention in 1 case, the formation of a 
suprapubic fistula in 75 cases, cystolithotomy in 58 
cases, and partial suprapubic prostatectomy in 2 
cases. No perineal prostatectomies were done. The 
fact that operation was performed so infrequently 
is explained by the character of the cases. The 
hospital is situated on the outskirts of a city and 
near an old peoples’ home. Therefore many of the 
patients are sent to it from the central clinics on 
their way to the old peoples’ home and are inoper- 
able when they are admitted. In 44 per cent of the 
cases there was complete urinary obstruction, and 
in only 4.1 per cent was the condition in the first 
stage of the Guyon classification. 

The diagnosis can frequently be made only with 
the cystoscope, and at times only by urethroscopic 
examination of the posterior urethra. Cystoscopic 
examination may be dispensed with only when the 
urine is clear and the findings of rectal examination 
are absolutely positive. 

In 12 per cent of the cases there are bladder stones, 
and in 5 per cent the prostatic hypertrophy is asso- 
ciated with stricture. Epididymitis is no more fre- 
quent after operation than in cases not treated 
surgically. 

For permanent drainage, the Tiemann catheter 
is less satisfactory than the orinary Nélaton catheter 
because its bent-up tip causes irritation. 

The danger of postoperative hemorrhage is de- 
creased by preliminary treatment with calcium and 
intravenous injections of afenil. 

The author operates under spinal anesthesia in- 
duced with 1 c.cm. of a 5 per cent tropocain solution. 
Of the 370 cases in which prostatectomy was done 
the anesthesia of the abdominal wall induced by 
this method was incomplete in only 18. Collapse 
occurred in 3 cases. The bladder is filled with from 
150 to 200 c.cm. of air and incised between 2 tension 
sutures. Counter-elevation from the rectum is un- 
necessary. Enucleation is effected with the index 
finger introduced through the bladder opening. In 
cases of bladder injury or perforation of the surgical 
capsule, perineal drainage should be established. 
Since 1918, the author has tamponed the prostatic 
fossa after the enucleation. In addition, he estab- 
lishes external drainage with an indwelling catheter 
and a suprapubic drain. Bladder tamponade with 
suture of the edges of the bladder incision to the 
rectus muscles was necessary in 11 cases. Of the 
It patients, only 6 survived. The gauze strip in the 
prostatic fossa is removed on the seventh postopera- 
tive day, and the bladder tube on the ninth day. 
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The abdominal wall is sutured in 3 layers. A strip 
of gauze is always placed in the space of Retzius. 
The bladder opening usually closes in three weeks. 
Only then is the patient allowed to be up. 

In 50 cases treated in the period from 1013 to 
totg the mortality was 24 per cent, and in 320 
cases treated in the period from 1920 to 1930 it was 
g per cent. The mortality was not lowered by oper- 
ating in 2 stages. PosNER (Z). 


McCarthy, J. F., and Ritter, J. S.: The Seminal 
Vesicles. J. Am. M. Ass., 1932, xcviii, 687. 

The status of the seminal vesicle as a factor in 
disease still remains to be determined. An under- 
standing of the anatomy of the seminal tract is 
important. The ejaculatory ducts average 15 mm. 
in length and 1.9 mm. in circumference. As they 
extend backward through the verumontanum and 
prostate, the lumen becomes larger until their 
division into the duct of the seminal vesicle and 
ampulla of the vas, where the circumference is 4.5 
mm. The ejaculatory ducts dip sharply through the 
verumontanum at an angle of about 45 degrees to 
the urethral floor. After first diverging, they con- 
verge until there is only a thin septum of tissue 
between them. This wall is easily perforated even 
with soft, flexible instruments. The ducts then run 
parallel to the prostate. 

To facilitate catheterization of the ejaculatory 
ducts, an instrument which will direct the catheter 
along the course of the ejaculatory duct through 
the verumontanum and prostate is necessary. The 
McCarthy ejaculatory duct catheter carrier with a 
spring wheel deflector was devised for this purpose. 
A soft, flexible ureteral catheter is introduced into 
the ejaculatory duct and directed toward the lateral 
wall of the duct, which is less easily penetrated than 
the thin, friable septum between the two ducts. 
After the catheter has been passed 2.5 cm. or more 
and its eyes are within the ejaculatory duct, uncon- 
taminated seminal secretion can be obtained. If no 
secretion appears after a few minutes, 1 c.cm. of 
sterile saline solution may be injected to dilute the 
viscid seminal secretion so that it will flow through 
the catheter. If vesiculography is desired, 5 c.cm. 
of a radiopaque solution are injected. After the 
injection of 1.5 c.cm. of this solution, the medium 
is seen returning from the seminal vesicles about 
the catheter at the ejaculatory duct orifices. The 
full 5 c.cm. should be injected to insure filling of 
the vesicle. The bladder is then completely emptied 
and too c.cm. of air are injected for an aerogram. 
For injection of the vesicles, the authors prefer 
sodium iodide colored with indigocarmine or methy- 
lene blue. 

In the cases of fifty subjects in which the authors 
studied the seminal vesicles by the procedure de- 
scribed no appreciable changes in the vesiculo- 
grams were noted between the ages of twenty-one 
and fifty-six years. Fourteen vesiculograms were 
normal as judged from the definitely outlined 
individual saccules. The ejaculatory ducts, ampulla 





4006 


of the vas deferens, and sometimes even the epi- 
didymis were injected. Cultures and microscopic 
examination of the seminal secretion were negative. 
There were no symptoms of vesiculitis. Congenital 
defects or arrests were noted six times. Six subjects 
who had large, atonic vesicles with a bacteriologically 
negative secretion presented symptoms of sperma- 
torrhoea and gave a history of prolonged masturba- 
tion. In thirteen cases there was chronic vesiculitis 
of the contracted or dilated type. In seven cases 
of the contracted type of chronic vesiculitis ex- 
amination revealed normal ejaculatory ducts, in- 
completely distended saccules, and no evidence of 
dye. In one case there was definite pressure on the 
lower end of the ureter causing urinary obstruction 
with symptoms of ureteral colic. In one case, acute 
urinary retention was caused by an enormously 
enlarged vesicle. In one case there was tuberculous 
seminal vesiculitis with abscess. 

In twenty cases, cultures showed a non-hemolytic 
streptococcus, the streptococcus viridans, the 
staphylococcus albus, a diphtheroid organism, and 
the staphylococcus aureus. In several, a gram- 
positive coccus was found. In five, pus cells were 
found in smears, but the cultures were negative. 

The only contra-indications to vesiculography are 
conditions contra-indicating urethral instrumenta- 
tion. Catheterization of the ejaculatory ducts with 
the collection of uncontaminated seminal secretion 
should generally be reserved for refractory cases of 
seminal vesiculitis. 

The authors studied also the relative motility 
and viability of spermatozoa. It was found that 
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when the motility of the spermatozoa was experi- 
mentally inhibited, normal motility could be re- 
stored and increased by the addition of various bio- 
chemical substances. From this finding it was 
deduced that, by the introduction of such solutions 
into the vesicles of the patient with sluggishly motile 
spermatozoa, the normal motility of the sperma- 
tozoa might be restored in vivo. It was thought 
also that through the use of these solutions which 
proved favorable to the motility of the sperm, 
normal spermatic fluid might be diluted with such 
solutions and the mixture injected directly into the 
vesicle. In some of a small series of cases in which 
this was done normally active spermatozoa were 
recovered later. The authors believe that the method 
described is of promise as a two-stage insemination 
of the female. Louts NeuwE Lt, M.D, 


MISCELLANEOUS 


Tedeschi, C.: Contributions on the Pathological 
Anatomy of the Urinary Organs (Contributi di 
anatomia patologica dell’apparato urinario). Arch, 
ital. di urol., 1931, vill, 113. 


The author discusses the macroscopic and micro- 
scopic findings and the pathogenesis in a case of 
cystic ureteritis and pyelitis, ureteritis, and follicular 
cystitis in the same patient; a case of lympho- 
granulomatosis of the uropoietic system; a case of 
single kidney with hydronephrosis due to a con- 
genital lesion of the ureter; and two cases of mixed 
hypernephroid tumors of the kidney. 

EuGENE T. Leppy, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hoffmeister, W.: Fibrosarcomatous Osteitis (Ostitis 
fibrosa-Sarkom). Zentralbl. f. Chir., 1931, p. 
2641. 

In the region of a bone sarcoma the bone shows 
the changes peculiar to osteitis fibrosa. Therefore 
a specimen taken for microscopic study may include 
only tissue from the zone involved by the relatively 
benign condition. The author reports four cases 
in which microscopic examination disclosed true 
sarcoma and osteitis fibrosa side by side. Therefore 
in the treatment of doubtful cases, especially early 
cases in which even the roentgenogram fails to 
reveal the nature of the condition, extensive opera- 
tive removal of the affected area is to be recom- 
mended. When possible, this should be done sub- 
periosteally as the periosteal tube remaining is able 
to restore the lost section of bone completely. 
Resection may be done even when the growth 
has broken through the bone if the soft tissues have 
not been invaded, but under these circumstances 
a bone graft must be implanted. When the growth 
has broken into and diffusely invaded the soft 
tissues there is no doubt as to its sarcomatous 
nature and only amputation should be considered. 

In the discussion of this report, SEIFERT (Wuerz- 
burg) stated that claims of cure of sarcoma by 
roentgen irradiation which are based only on clinical 
observations should be accepted with caution. The 
clinical disappearance of a sarcoma under roentgen 
irradiation may be due to a process of shrinkage in 
which the structure of the sarcoma is affected 
scarcely at all. As an illustration, Seifert cited a case of 
round-cell sarcoma of the upper jaw. This tumor 
disappeared in three days following roentgen irra- 
diation, but two weeks later had returned to its 
former size. When it was again subjected to irradia- 
tion it shrank down to a tiny remnant within two 
or three days, but biopsy done at the end of that 
time showed the round-celled structure of the neo- 
plasm to be still unchanged except perhaps for 
slightly more destruction of the nuclei. In contrast 
to this case was one in which a perivascular sarcoma 
of the clavicle diagnosed by biopsy regressed so 
completely within three weeks after roentgen irra- 
diation with one-half of a full dose given in two 
treatments three days apart that its complete re- 
moval by operation was possible and was followed 
by undisturbed healing. Microscopic examination 
of the specimen showed no sign of sarcomatous tis- 
sue and only a newly formed, rather oedematous 
cicatricial tissue surrounding rests of the clavicle, 
numerous metaplastic islands of bone, small foci 
of round cells, and a little iron-containing pigment. 
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The difference in the effects of the roentgen irradia- 
tion in these two cases cannot be explained. 

LEBSCHE (Munich) recommended more frequent 
resort to biopsy for the more positive recognition 
of sarcoma as the general clinical picture, the local 
findings, and even the roentgen findings may not 
be sufficiently definite. He cited three cases with 
the typical signs, respectively, of an advanced 
central sarcoma of the femur, a peripheral sarcoma 
of the fibula, and a beginning tumor of the head 
of the tibia in which, on biopsy, the condition was 
found to be osteitis albuminosa in the first case, 
osteitis fibrosa in the second, and periostitis in the 
third. 

FRIEDRICH (Erlangen) said that malignant, in- 
filtrating sarcomata of the bones cannot be dis- 
tinguished satisfactorily in the roentgenogram from 
benign osseous tumors which break through the 
cortex of the bone because of the internal pressure 
resulting from their expansion. He cited three 
cases in which the roentgen findings suggested ad- 
vanced sarcoma because extensive areas of the cortex 
had been destroyed, but in two of which histological 
examination after amputation showed the neoplasm 
to be a simple enchondroma. In one of these cases 
the patient refused to allow amputation. Friedrich 
called attention to the fact that so-called cures of 
sarcoma from roentgen irradiation alone are un- 
certain because of the lack of a histological diagnosis, 
whereas in surgical statistics there is no uncertainty 
as the diagnosis is confirmed at operation. There- 
fore surgical and roentgen statistics can be compared 
only with reservations. 

ENDERLEN (Heidelberg) stated that when opera- 
tion is preceded by irradiation necrosis of the skin 
may occur. 

Ortu (Homburg i. d. Pfalz) discussed the rela- 
tionship between injury and the development of 
sarcoma and emphasized the importance of removing 
larger specimens at biopsy, which may be done by 
electrocoagulation. 

HuGE.L (Landau) reported two cases of melano- 
sarcoma treated by operation without irradiation. 
In both, death occurred within one year, whereas 
in two others of the same character (melanosarcoma 
of the side of the neck) in which operation was done 
and the resulting scar was subjected to postoperative 
radium irradiation the patients were still alive six 
and seven years respectively after the operation. 
He recommended especially, in addition to local 
irradiation, irradiation of the spleen, as this organ 
may be regarded as the central cause of diffuse 
metastases. In one of Hugel’s fatal cases a meta- 
static nodule was found in the spleen. 

Von Repwirz (Bonn) called attention to the 
fact that according to the studies of his assistant, 
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Himmelmann, the injection of the hormone of the 
parathyroid glands in local and general osteitis 
fibrosa is followed by a typical change in the curve 
of the serum calcium. In a case of osteitis fibrosa 
in which he exposed the thyroid gland he discovered 
an adenoma of the parathyroid gland, the size of 
a cherry, at the right lower pole of the thyroid. 
He has confirmed Seifert’s observation that in some 
cases irradiation causes a reduction in the size of 
a sarcoma without exerting any influence whatever 
on the histological picture or the occurrence of 
metastasis. 

KoEeniG (Wuerzburg) emphasized that the treat- 
ment of sarcoma by roentgen irradiation alone has 
been largely repudiated, and that extensive opera- 
tive removal is still justified even if it can be expected 
to be only palliative. Removal of the sarcomatous 
tumor or of parts of it before and after roentgen 
irradiation will increase our knowledge of the class 
of tumors which are called ‘“‘sarcomata.”’ 

Max Buppe (Z). 


Platt, H.: Some Observations on Bone Tumors. 
Proc. Roy. Soc. Med., Lond., 1931, XXxv, 71. 


The author reviews 100 cases of bone tumors in- 
cluding chondromata, giant-cell tumors, and sarco- 
mata. 

He states that the term ‘“chondroma”’ should be 
applied only to tumors which remain predominantly 
cartilaginous throughout their life history. Such 
tumors occur most frequently in the ends of the 
major long bones and in the pelvis. Some of them 
grow slowly and others rapidly. The roentgenogram 
of the large chondroma is characteristic. The soli- 
tary chondroma is of special interest to the surgeon 
when it attains an enormous size, becomes inva- 
sive, or undergoes malignant transformation. Rapid 
growth does not necessarily mean malignancy. 

The author reports 4 cases of chondroma. In 1, 
the sciatic nerve was involved, and in another the 
tumor invaded the shaft of the tibia. 

There is ample evidence that an osteogenic sar- 
coma may develop at the site of a chondroma or 
exostosis. The American Sarcoma Registry includes 
specimens verified by Kolodny, Phemister, and 
others. The Johns Hopkins collection contains a 
group of the tumors which were formerly regarded 
by Bloodgood as myxomata of bone, but are now 
believed to be chondrosarcomata arising in pre- 
existing benign fibrocartilaginous growths. The 
author reports a neoplasm of the latter type. 

The enchondroma is characterized by its small 
size and multiplicity, and the fact that it occurs 
most frequently in the long bones of the hand and 
foot. It originates early in childhood. There are 
2 clinical types: (1) the solid tumor, and (2) the 
chondromatous cyst. The chondromatous cyst is 
more commonly single and develops insidiously. 
The treatment of both types of tumors is curettage, 
cauterization, and the introduction of bone grafts. 

For endosteal tumors of the long bones, spine, and 
pelvis, the author prefers the term “benign giant-cell 
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tumor.” He includes in his article a table showing 
the resemblances and contrasts between the giant- 
cell tumor, the solitary bone cyst, and the true 
sarcoma. In discussing the relationship of the giant- 
cell tumor to the benign bone cyst, he says that it 
is now recognized that the majority of the neoplasms 
occurring before the age of fifteen years and hitherto 
described as giant-cell tumors were cysts. He reports 
a case of cyst in a girl seventeen years of age in 
which, although the macroscopic and microscopic 
appearance of the contents suggested a giant-cell 
tumor, the neoplasm occurred in the greater 
trochanter, a site where benign cysts are common 
and giant-cell tumors are rare. A diagnosis of 
osteitis fibrosa was made. 

In certain phases, cysts may be treated by opera- 
tion when convenient, but in cases of giant-cell 
tumor complete eradication of the lesion is impera- 
tive at the earliest moment. Geschickter and Cope- 
land concluded from their studies that when a 
proved giant-cell tumor behaves in a manner sug- 
gesting malignancy, this behavior is due, not to a 
change in the original tumor, but to the super- 
imposition of an osteogenic sarcoma. This sequence 
of events is liable to occur only in neglected tumors. 
The author reviews a series of cases of giant-cell 
tumor in which curettage and cauterization were 
followed by cure. 

Not the least of the many advantages resulting 
from the establishment of the American Sarcoma 
Registry has been the advocacy of a more rational 
classification of bone sarcomata. Three main clinical 
groups are recognized: (1) the osteogenic sarcoma, 
including the common sarcoma of bone, (2) Ewing's 
sarcoma, a comparatively rare tumor which is both 
a clinical and a histological entity, and (3) the extra- 
periosteal sarcoma, an even rarer tumor which, 
though connected with bone more or less accident- 
ally, cannot be excluded. The author presents a 
table showing the differences between osteogenic 
sarcoma and the solitary metastatic carcinoma. 

In the treatment of osteogenic sarcoma of the 
long bones amputation is still the method of choice. 
For inoperable tumors there is little to offer beyond 
a combination of Coley’s fluid and radium irradia- 
tion. 

Of 21 cases of osteogenic sarcoma treated by the 
author, amputation was done in 14. One of the 
patients treated by amputation survived more than 
four years, 1 died between three and four years, 
2 died between one and two years, and 7 died in less 
than a year after the operation. 

The term “‘extraperiosteal sarcoma”’ is applied to 
tumors belonging to the fibrosarcoma group. The 
neoplasms are well encapsulated, grow slowly, and 
do not invade the. underlying bone until a very late 
stage. The prognosis after excision or amputation 
is much more favorable than in osteogenic sarcoma. 
The author reports a case of extraperiosteal sarcoma 
of the shaft of the femur in which the patient was 
in good health five years after disarticulation of 
the hip joint, and a case of extraperiosteal sarcoma 

















of the thumb in which the patient was alive four 
years and three months after amputation. 

* The article is illustrated and supplemented by a 
bibliography. Ropert V. Funston, M.D. 


Smith, M.: A Study of 102 Cases of Atrophic 
Arthritis. I. Introduction. II. Constitutional 
Defects. III. Etiological Factors. New England 
J. Med., 1932, ccvi, 103, 160, 211. 

In these articles the author’s purpose is to discuss 
particularly the non-arthritic aspects of atrophic 
arthritis. He classifies arthropathies into the fol- 
lowing 4 groups: (1) primary inflammatory arthrop- 
athies, (2) degenerative arthropathies, (3) tubercu- 
lous arthritis, and (4) traumatic arthritis. 

In the first article he discusses the habitus, com- 
plexion, occupation, and social status of the patient 
with atrophic arthritis, the subtypes of the condi- 
tion, and the findings of laboratory studies. 

In the article on constitutional defects he dis- 
cusses the familial tendency toward atrophic arthri- 
tis, previous rheumatic fever and loss of weight, 
the prodromal period, the beginning of the joint 
symptoms and signs, the blood pressure, and the 
constitutional symptoms and signs of the condition. 
The latter include coldness of the extremities, 
purpuric areas, ischemic crises, claudication, an- 
ginoid attacks, susceptibility to blushing or paling, 
sclerosis of the radial arteries, fainting attacks, 
general pallor, recurring erythematous patches, 
numbness and tingling, exophthalmos, intermittent 
swelling, moistness of the extremities, excessive 
perspiration, abnormal dilatation of the pupils, 
fatigability, abnormal nervousness, chronic con- 
stipation, headaches, vertigo, eye manifestations, 
and genito-urinary symptoms. 

In concluding this article Smith says that allergy 
does not seem to be a prerequisite of atrophic 
arthritis; in fact it appears to be the antithesis of 
the condition. He believes that atrophic arthritis 
should be regarded as a vascular or neurovascular 
disease and certainly not as infectious arthritis. 

In the third article Smith states that the causes 
of atrophic arthritis cannot be determined by a 
simple statistical analysis. They are apparently so 
subtle and so diverse that each patient must be 
studied individually to determine the succession of 
events leading to the arthritic manifestations. It 
is rare that a single cause can be predicated with 
confidence. Smith believes that atrophic arthritis 
occurs in peculiarly constituted persons, but states 
that the réle of infection and of other factors which 
occur with an irregularity almost equal to that of 
infection is not to be minimized. 

In an analysis of patients, Smith found that the 
causes other than infection may be divided into the 
following 3 groups: (1) profound emotional trauma, 
(2) physical trauma, and (3) a combination of 
emotional and physical trauma. However, in the 
majority of cases in which the condition follows 
emotional and physical trauma there is a complicat- 
ing focal infection. 
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Smith discusses also the menopause in relation 
to the onset and type of arthritis. 

From his study of the etiological factors in 102 
cases of atrophic arthritis, he concludes that physical 
and emotional trauma occur with sutflicient fre- 
quency in such cases to indicate that physiological 
strain and depletion play a definite réle in the etiol- 
ogy of the condition. Cases in which the menopause 
may appear to be a causal factor have been found 
complicated by the presence of focal infection and 
the occurrence of emotional and physical trauma. 
Therefore the action of the menopause cannot be 
postulated entirely on the basis of a chronological 
relationship; the nature of the disease must also be 
taken into consideration. Purite Lewin, M.D. 


Dejardin, L., and Bary, F.: Traumatisms of the 
Carpus (Traumatismes du carpe). Brixelles-méd., 
1931, Xii, 165. 

The authors have repeated the studies of Destot 
and of Mouchet and Jeanne, using stereographic 
methods. Their description of the roentgeno- 
graphic anatomy and physiology of the carpus is 
essentially that found in the books of Destot and 
Speed. 

There are two joints in the wrist. The distal seg- 
ment, consisting of the phalanges and distal row of 
carpal bones, articulates with the proximal row, 
and the proximal row articulates with the lower end 
of the radius. The relations with the ulna are 
limited and unimportant. The proximal group of 
bones is remarkably flexible and acts as a meniscus 
between the radius and distal group, giving the 
wrist its great mobility. 

A series of roentgenograms shows the position of 
the ossicles in various positions of the hand. Par- 
ticularly important are extension, adduction, and 
abduction. When the hand is adducted (ulnar 
inclination), the body of the os magnum accom- 
panies the distal row of carpal bones, but the head 
is displaced with the proximal row toward the radial 
side of the forearm. In this position marked separa- 
tion occurs between the semilunar and scaphoid and 
these two bones no longer closely surround the head 
of the os magnum. When the hand is abducted 
(radial inclination), the scaphoid, semilunar, and 
trapezius are brought close together. The scaphoid 
becomes vertical and its proximal surface is com- 
pletely under the posterior lip of the radius. The 
semilunar tends to mount the dorsal surface of the 
head of the os magnum. 

When the hand is extended at an angle of 45 de- 
grees, the semilunar exactly caps the head of the 
os magnum. In a fall in this position the semilunar 
is caught beneath the lower end of the radius. As a 
rule the latter is fractured. Less often, the semilunar 
is crushed. Again, the head of the os magnum may 
be broken off the posterior lip of the semilunar. 
When the hand is extended 90 degrees, the scaphoid 
becomes vertical and in a fall it is found between 
the styloid of the radius and the ground. The 
fracture of the scaphoid occurs by exaggeration of 
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its normal curve and is facilitated when the hand 
is slightly abducted, the force of the fall being 
then received by the thenar eminence. 

In forced extension of the hand the semilunar 
distends the anterior surface of the joint capsule. 
If the capsule ruptures, the semilunar loses its 
normal relation to the head of the os magnum and 
becomes dislocated anteriorly. 

Sprains of the wrist include ruptures of the liga- 
ments, partial fractures, and subluxations. Sub- 
luxations are often overlooked. They are of great 
importance, often explaining a prolonged disability. 
The active vasodilatation accompanying every 
traumatism may produce rarefaction of the semi- 
lunar bone (Kienboeck’s disease), of the scaphoid 
bone (Preiser’s disease), or of the carpus as a whole. 
The muscles atrophy, and often there is a chronic 
oedema. Organization of the post-traumatic exudate 
adds to the disability. The common type of sub- 
luxation consists of separation of the scaphoid and 
the semilunar. After reduction of the subluxation 
the treatment should consist of immediate active 
mobilization, massage, hydrotherapy, and diathermy. 

Dislocation of the semilunar may be partial or, 
when the ligaments are ruptured, complete. In 
the latter case the distal surface, which normally 
articulates with the os magnum, is turned anteriorly. 
The bone may even be extruded through the skin. 
Attempts at reduction by manipulation usually 
fail because recognition of the nature of the lesion 
is delayed. Removal of the semilunar by anterior 
incision often gives satisfactory results. When the 
dislocation is untreated, ankylosis with trophic 
changes inevitably follows. 

The most important fractures are those of the 
scaphoid. The most common fracture of the 
scaphoid is through the body of the bone. Various 
fissures and small fragments detached with the liga- 
ments have been described. Occasionally there is 
an associated semilunar luxation. The symptoms 
are not striking. As a rule they consist only of 
cedema and localized tenderness in the anatomical 
snufibox. Consolidation is rarely obtained. The 
basis of treatment is mobilization. When disability 
continues, resection of the scaphoid is indicated. 

ALBERT F, DeGRoat, M.D. 


Steindler, A.: The Mechanics of Muscular Con- 
tractures in the Wrist and Fingers. J. Bone & 
Joint Surg., 1932, Xiv, 1. 


The purpose of this article is to show that muscular 
contractures are governed by biophysical laws. To 
demonstrate the operation of these laws the author 
has chosen wrist and finger contractures merely 
because of convenience. 

Muscle contractures may be dependent upon: 
(1) a disturbance of the anatomical arrangement of 
the muscle and of the external influences under 
which the muscle works; (2) a disturbance of the 
innervation of the muscle which determines its state 
of tension and relaxation; or (3) a change in the 
intrinsic physical properties of the muscle tissue. 


Those of the first type are the contractures re- 
sulting from muscle imbalance due to a defect or 
loss of part of the muscular apparatus surrounding 
an articulation. To this group belong infantile, 
obstetrical, and peripheral paralyses. 

Contractures due to uneven distribution of in- 
nervational impulses are the spastic contractures, 

In contractures due to a change in the intrinsic 
physical properties of the muscle tissue, pathological 
histomechanics is the most important factor as it 
produces changes in elasticity, ductility, and vis- 
cosity of the muscle tissue. The contractures are 
characterized by degenerative and myositic processes 
followed by shrinkage and induration of the muscles, 

In paralytic contractures the increasing elastic 
tension of the antagonist and the decreasing elastic 
tension of the contracting agonist determine the 
neutral point of equilibrium. In the wrist, the 
normal neutral position is dorsiflexion of 12 degrees 
and ulnar abduction of 3 degrees. When the ex- 
tensors are paralyzed there is a rapid decrease in 
the resistance to passive stretching, whereas in 
muscle with a normal nerve supply the resistance 
to stretching increases in arithmetical proportion 
to the load. 

If the excursion of contracture becomes less be- 
cause of the assumed flexed position, the muscle 
adapts itself by shortening its fibers to the posi- 
tion. In normal muscle the maximum length of the 
distended fiber is one and six-tenths times, and 
the minimum length of the contracted fiber is 
twenty-five hundredths times, the natural (resting) 
length of the muscle. The range between these 
extremes is one and thirty-five hundredths times 
the natural length. Within this range all motor 
events occur. The ratio between this difference of 
extremes and the natural length is the index of the 
excursion which the muscle can cover. The greater 
this difference (L max.—L min.) in respect to the 
muscle length (L), the greater the amplitude. Con- 
versely, the greater the length of the resting fiber 
(L) compared with the difference between the ex- 
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tremes, —_———-———, the greater the power of 
L max.—L min. 6 P 


the muscle in the terminal positions. This is there- 
fore the index of efficiency. When the muscle adapts 
itself to new conditions, the joint also becomes 
adapted and a new balance is established. 

It would seem that contracture of the wrist 
flexors when the extensors are paralyzed would re- 
sult in the extreme flexion position. This is true in 
spastic conditions, but not in paralytic conditions. 
It is due to the passive resistance of the extensors, 
which increases as flexion decreases. 

Paresis of the flexors of the fingers increases the 
tendency toward the development of claw-hand de- 
formity because the finger flexors no longer assist 
in flexing the metacarpophalangeal joints. The in- 
trinsic muscles of the hand are the true regulators 
of balance. 

The common field of tension is the point of bal- 
ance between opposing muscles at which these 
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muscles are both under tension. The common 
field of tension of the tibialis anticus and the tendo 
achillis occupies no less than one-fifth of the entire 
range of motion. In the flexors and extensors of 
the wrist the common field of tension occupies only 
one-twelfth of the entire range of motion. It is 
noteworthy that the common field of tension occurs 
where stability of the joint is essential. Where 
mobility of the joint is the principal requirement 
there is a common field of relaxation. 

Most important in spastic contractures is the 
fact that the resistance of the contracted muscles 
is greatest in the terminal position when the in- 
sertion and origin are most approximated. Once 
this resistance is overcome, the spastic contracture 
yields more easily. This is in definite contrast to 
the shrinkage contractures, which obey Hook’s law 
of elasticity. When the resistance is overcome in 
spastic conditions, the contracture is not only re- 
laxed, but often turned into the converse contracture. 

In general, the muscles most prone to develop 
contractures are those controlling a holding position, 
such as the uni-articular muscles. It must be as- 
sumed that operative methods, which only crudely 
redistribute balance, can maintain a muscle equi- 
librium of such extreme lability with great difficulty. 

Ischemic myositis is not a contraction; it is a 
passive state. When there is no involvement of the 
ulnar and median nerves, ischemic contracture 
develops strictly on the basis of the myositc changes 
in the forearm and finger flexors. First, a flexion 
contracture of the wrist and flexion of the phalangeal 
joints appear, and later the extension contracture 
of the metacarpophalangeal joints develops. The 
hyperextension in the metacarpophalangeal articula- 
tion does not necessarily indicate loss of interossei 
action. However, paralysis of the ulnar nerve often 
complicates ischemic paralysis, causing accentua- 
tion of the claw deformity. The factor of most 
importance is the flexion contracture of the wrist, 
as upon this all of the subsequent features of con- 
tracture are superimposed. 

The hypertonic fixation contractures of early 
stages of joint affections are relatively easy to 
manage because, under constant traction, they 
yield to resistance in much the same way as spastic 
contractures. The contractures are usually in the 
direction of the greater muscle power. 

This theoretical discussion has less bearing on the 
detailed construction of the apparatus used than 
upon the management of contractures of the upper 
extremity. In the latter, preference should usually 
be given to the methods applying continuous elastic 
traction. 

Conservative treatment persistently carried out 
gives better results than is ordinarily thought, 
particularly in ischemic contractures. 

The author includes in his article illustrations 
of a number of splints for various types of con- 
tractures. 

Tendon lengthening does not re-establish physio- 
logical conditions as it renders the muscle too short 
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for its tendon. However, in the upper extremity 
a great deal of adaptation is possible. In spastic 
paralysis it is sometimes desirable to decrease the 
muscle power. 

Stripping operations on the forearm flexors and 
pronators are used chiefly in ischemic contractures 
and contractures due to spastic paralysis. The 
common head of the forearm flexors together with 
the humeral head and the pronator radii teres is 
stripped from the internal condyle of the humerus 
and displaced downward, with due regard to their 
innervation by branches of the median nerve. 

Alcohol injections and motor nerve resections are 
occasionally used in the treatment of the strong 
intrinsic muscle contractures of arthritis and in 
spastic paralysis of the hand. 

Osteotomy proximal to the metacarpal heads is 
sometimes done in claw-hand contractures. 

Myotomy is performed only in very special cases; 
for instance, to overcome shrinkage contracture of 
the pronator quadratus muscle. 

The release of contractures by any of these meth- 
ods must be supplemented by rehabilitation methods. 

RoBert V. Funston, M.D. 


Capener, N.: Spondylolisthesis. Bri/. J. Surg., 1932, 
xix, 374. 

Kilian in 1854 applied the name “‘spondylolis- 
thesis” to displacement of the fifth lumbar vertebra 
forward over the sacrum. This condition is of 2 
types. In one, the entire fifth lumbar vertebra is 
displaced forward over the sacrum and, being itself 
intact, carries the fourth vertebra and all other 
vertebra with it. In the other type there is a defect 
in the lamin posterior to the transverse processes 
which allows the body, transverse processes, and 
superior articular facets to slip forward and the 
spinous process and inferior facets to go backward. 





Fig. 1. Diagrammatic lateral view of the lower spine to 
show the influence of sacral and lumbar wedges on the last 
lumbar vertebra. 
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Fig. 2. A lateral roentgenogram of spondylolisthesis. 
Some of the bony details have been outlined in ink. 


The author reports a study of 34 cases of the latter 
type. 

It is probable that the laminar defect is always 
congenital. Willis found neural arch deficiencies in 
4.28 per cent of 700 skeletons. Trauma may be a 
factor in some cases of spondylolisthesis, but it is 
difficult to prove, as a roentgenogram showing the 
condition of the spine before the injury is rarely 
available. Emphasis has been placed on lordosis as 
a predisposing cause, but it is noted that in the 
most frequent types of injury causing spondylolis- 
thesis—such as the lifting of a heavy weight in a 
stooped position, a fall on the buttocks, and the 
sudden imposition of a heavy weight on the shoulders 
—the lumbar curve is obliterated at the moment of 
the trauma. 

The author calls attention to the wedging force 
exerted between the articular facets of the sacrum 
and the inferior articular facets of the fourth lumbar 
vertebra.- In case of sudden force, these crush the 
fifth lumbar vertebra between them, separating it 
into 2 parts at the site of the congenital non-union. 
In some cases this splitting action and its results are 
apparent in the roentgenogram. 

If the laminar defect is unilateral, the result will 
be scoliosis with rotation. The displacement of the 
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fifth lumbar vertebra may be limited by the iliolum- 
bar ligaments which bind this vertebra to the iliac 
crests and by bony proliferation developing on the 
margin of the sacrum. When these factors fail, the 
resulting displacement may be complete and 
the fourth lumbar vertebra will come to rest on the 
sacrum. 

Spondylolisthesis is characterized clinically by 
shortness of the trunk, a sacrum approaching a 
vertical position, a hollow near the lumbar spine, 
a bony projection at the base of this hollow which 
is formed by the spinous process of the fifth lumbar 
vertebra, and a waddling gait. In some cases there 
may be sciatic neuritis from nerve-root irritation and 
low backache. The lateral roentgenogram shows 
displacement of the anterior margin of the body of 
the fifth lumbar vertebra, determined by drawing a 
line upward from the anterior margin of the sacrum 
at a right angle to its articular plane; under normal 
conditions the last vertebra is completely behind 
this line. The intervertebral disk is narrowed and 
the vertebral foramen is widened. A break in the 
lamina is usually seen, the separation causing a 
continuation upward of the clear space between the 
sacrum and the last lumbar vertebra. The fifth 
lumbar vertebra is longer than the fourth, and the 
anterior and posterior portions show a downward 
tipping. 

The treatment should be the same as that for any 
postural backache. The surgeon may be tempted 
to put in a bone graft to stabilize the last lumbar 
vertebra, but the mechanical conditions are not 
suitable for such a procedure, especially if there is a 
sacral spina bifida precluding attachment of the 
lower end of the graft. 

WILLIAM Artuur CLARK, M.D, 


Carey, E. J.: Scoliosis. J. Am. M. Ass., 1932, xcviii, 
104. 

The author demonstrates the effect of muscle 
imbalance in the production of scoliosis by means of 
a flexible model representing the spine and the 
intervertebral disks. The various muscle groups, 
both intrinsic and extrinsic, are represented in this 
model by coil springs. When all are attached, the 
spine assumes its normal position and normal 
flexibility. When groups or parts of groups are 
thrown out of action, scoliosis of various degrees and 
types and with or without rotation results. 

In both the functional and the structural types of 
scoliosis there is a reaction of the spinal indicator 
to the normal and abnormal dynamic balance of 
the bilateral body muscles. The pathological con- 
ditions causing structural changes may be found in 
the digestive, blood and lymph vascular, respiratory, 
excretory, nervous, osseous, articular, or muscular 
systems. 

In the presence of malnutrition, skeletal growth 
persists with a great loss of muscle weight. The 
result is dystrophic growth. Idiopathic scoliosis, 
which is more common in girls than in boys and 
constitutes about 85 per cent of the lateral curva- 
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tures, may be due to malnutrition during the first 
decade of life. 

Physiological spinal position is influenced by the 
following muscles: 

1. The superficial parallel bowstring muscles: 
rectus abdominis, intercostals, and _ sacrospinalis 
muscles. 

2. The deep parallel bowstring muscles: inter- 
transversarii. 

3. The superficial transverse-traction-torsion mus- 
cles: trapezius, latissimus dorsi, serratus anterior, 
and pectoralis major muscles. 

4. The deep torsion muscles: semispinalis, mul- 
tifidus, and long and short rotator muscles. 

The author discusses various reactions of the 
spine to deviations in these groups. 

Rosert V. Funston, M.D. 


Viets, H. R., and Clifford, M. H.: Paraplegia 
Associated with Non-Tuberculous Kyphoscoli- 
osis: A Case Report and a Survey of the Litera- 
ture. New England J. Med., 1932, ccvi, 55. 


The authors’ conclusions are summarized as fol- 
lows: 

1. Pressure paraplegia may occur as the direct 
result of angulation of the spinal cord secondary 
to severe kyphoscoliosis. 

2. The paraplegia usually appears without pre- 
disposing trauma after many years of scoliosis. 

3. The paralysis, spastic in type, is associated 
with sensory changes below the point of compression, 
sphincter weakness, and, rarely, pain. 

4. A block in the pathway of the spinal fluid may 
be demonstrated by pressure studies and the in- 
jection of lipiodol. 

5. Relief or even cure may follow hyperextension 
of the spine, but in most cases surgical decompres- 
sion of the spinal cord at the point of maximum 
angulation of the spine is necessary. 

6. When appropriate treatment is given the prog- 
nosis is often good and sometimes is excellent. 

H. EarLe Conwe.t, M.D. 


Coughlin, W. T.: Spina Bifida. 


Ann, Surg., 1931, 
xclv, 982. 


The author reports twelve cases of spina bifida 
treated surgically. The patients ranged in age from 
sixteen hours to seven months. Children under four 
days old stood the operation best. The operative 
technique used by Coughlin is as follows: 

The child is placed on an angle table with the 
head down. This position is maintained throughout 
the operation and for at least six days afterward. 
An Eastman rubber dam is glued about the buttocks 
to prevent contamination. A transverse elliptical 
incision is made and the base of the sac carefully 
dissected, special care being taken to avoid severing 
nerves leaving the sac. When the cord is “open” 
and forms part of the wall of the sac, it may be 
restored to its bed. The raw surface is sterilized and 
any epithelium covering it is removed. Restoration 
of the bony canal lengthens the operation, increases 
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the shock, and is unnecessary. The patients do 
quite well after the turning of a flap of the lumbar 
fascia. The wound is closed transversely. When the 
defect is very large, an incision is made across the 
back parallel with the upper edge of the defect and 
the skin is dissected free and brought downward. 

Of the twelve patients whose cases are reported, 
eight are living and well, three are dead, and one 
cannot be traced. 

There were five myeloceles, four meningomyel- 
oceles, and three meningoceles. In eight cases 
cerebrospinal fluid was discharged. 

In five cases sphincteric paralyses were present 
before the operation. There was no postoperative 
recovery of sphincteric action. In six cases paralysis 
of the extremities was present. In one case this was 
slightly improved and in one it was worse after the 
operation. 

None of the children has developed hydrocephalus 
since the operation. 

Operation is contra-indicated by total paralysis 
of the sphincters in the presence of myelocele, but an 
open sac is not in itself a contra-indication to surgical 
treatment. Rosert V. Funston, M.D. 


Oliete Chavarria, A.: Roentgen Pictures of Ver- 
tebral Arthritis (Cuadros radiogrdficos del artri- 
tismo vertebral). Prog. de la clin., Madrid, 1931, 
xix, 881. 

Roentgen examination is an important aid in the 
diagnosis of vertebral disorders of the arthritic type. 
A knowledge of the finer anatomy of the vertebra 
and their articulations is necessary for exact diag- 
nosis and suitable treatment. Arthritis involving 
the smaller articulations may be present without 
gross lipping of the margins of the vertebral bodies. 

In spondylosis deformans there is first a loss of 
elasticity of the intervertebral disks. Gradual 
changes then begin in the margins of the vertebre. 
Of 200 cases of clinical lumbago and sciatica, 
roentgen signs of spondylosis deformans were found 
in 18 per cent. The subjects ranged in age from 
thirty to sixty years, but the majority were between 
forty and forty-nine years. During the war, spon- 
dylosis deformans was seen frequently. In many 
cases it was localized in the lumbar region. 

Spondylosis deformans is characterized by de- 
formity of the vertebral bodies and the formation of 
osteophytes. In ankylosing spondylosis there is no 
change in the form of the vertebral bodies or inter- 
vertebral disks. The pathological process is an 
ossification of the vertebral ligaments. The anterior 
longitudinal ligament is affected most frequently. 
The ossification is due to the formation of true bony 
tissue rather than to a deposit of calcium. Spondy- 
losis deformans and ankylosing spondylosis are not 
considered true inflammations. 

In contrast in this respect is intervertebral 
arthritis, called “‘chronic rheumatism.” This con- 
dition affects the articulations and usually involves 
nerve roots. It is most frequent in the lumbar 
region and consequently often causes symptoms of 
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sciatica. The primary change is a loss of elasticity 
of the articular cartilages. This is followed first by 
destruction of the subchondral bony tissue, later 
by ossification of the articular cartilages, and finally 
by the formation of marginal exostoses. 

A. E. Tart, M.D. 


Galland, M.: The Orthopedic Treatment of Sub- 
occipital Pott’s Diseases of the Inter-Atlo- 
Axoid Type (Traitement orthopédique du mal de 
Pott sous-occipital, variété inter-atlo-axoidienne). 
Bull. et mém. Soc. d. chirurgiens de Par., 1931, 
Xxlii, 622. 

The suboccipital, inter-atlo-axoid type of Pott’s 
disease is characterized by a tendency of the atlas 
to slide downward and forward on the axis. If 
this tendency becomes accentuated, it produces a 
veritable forward dislocation of the atlas. In the 
roentgen examination there are two pathognomonic 
signs which are easily demonstrated in profile ex- 
posures centered on the lobe of the ear: 

1. Deviation of the posterior surface of the an- 
terior tubercle of the atlas in relation to the anterior 
surface of the odontoid. Under normal conditions 
the space separating these two surfaces measures 
from 1 to 2 mm. A larger space signifies a sliding 
forward of the atlas. 

2. Lack of parallelism between the axes of the 
atlas and axis. 

Therefore the two factors determining the vicious, 
progressive nature of this type of Pott’s disease are 
the forward displacement and the downward and 
forward inclination of the atlas. To correct the 
former, a force from above is necessary. This may 
be obtained most readily and constantly by the 
application of weight. The author places under 
the cervical lordosis a cushion large enough to keep 
the occiput from touching the bed. The weight of 
the head then tends to replace the atlas on the axis. 
It is necessary also for the frame of the cast to be 
sharply curved so that the occiput pivots on the 
inion. 

In the case of the convalescent patient who is 
up and about, the forward sliding is blocked by the 
anterior premental margin of the classical frame or 
the frontal band of Lyon’s frame. 

The patient should preferably be kept in bed 
during the entire course of the disease (two years). 
When the head cannot touch the bed the corrective 
force works with maximum efficiency. During 
periods of pain, a frame as confining as possible 
should be used. 

All frames designed for orthopedic correction, 
whether by the chin or the frontal band, should be 
hollowed out very deep in back at the level of the 
inion. 

As chin frames may shorten the length of the 
chin and cause secondary protrusion of the upper 
teeth, they should not be used throughout any period 
of treatment. The frames with frontal bands do not 
have this disadvantage, but if they are applied 
too tightly they may cause scars, and if they are 


applied too loosely they have no corrective action, 
Moreover, frames of this type often adapt them- 
selves poorly to the frontal bosses if these are not 
prominent. 

The author proposes a combined frame with a te- 
movable chin piece and frontal band. In such a 
frame the action of the frontal band can be cate- 
fully regulated. Celluloid frames are best for this 
purpose. 

In the discussion of Galland’s report, Massarr 
said that mathematical laws cannot be applied to 
the condition under consideration as the phenomena 
involved are too complex. He agreed with Galland 
that we must not be satisfied with continuous ex- 
tension, but must employ immobilization. The idea 
of hollowing out the frame to permit correction 
of the tendency to slide forward he regarded as 
excellent and easy to apply whether a celluloid ora 
plaster jacket is used. He prefers the plaster jacket. 

Epitu S. Moore, 


Sandahl, C.: A Contribution on the General 
Occurrence of Hemangioma of the Vertebral 
Column (Beitrag zur Kenntnis des allgemeinen 
Vorkommens des Haemangioms in der Wirbelsaeule), 
Acta chirurg. Scand., 1931, \xix, 63. 


The author reports a case of hemangioma of the 
twelfth dorsal vertebra in a girl seventeen years of 
age. The process began after an injury of the back 
sustained when the patient was nine years old. 
Following that injury, symptoms of compression of 
the spinal cord developed gradually. Roentgen 
examination of the spine revealed considerable 
compression of the twelfth dorsal vertebra with 
narrowing and occlusion of the spinal canal and 
structural changes in the vertebral body charac- 
teristic of angioma. The roentgenogram was at 
first misinterpreted, Kuemmel’s disease being sus- 
pected. Laminectomy disclosed a caudal neuroma 
the size of a bean between the twelfth thoracic and 
the first lumbar vertebrae. Removal of the tumor 
was followed by improvement in the nervous 
symptoms. 

In discussing the general occurrence of haman- 
giomata in the spinal column the author cites par- 
ticularly the publications of Perman, Gold, Bucy 
and Capp, Toepfer, and Makrycostas. He states 
that hemangiomata occurring without clinical 
symptoms are generally discovered in persons of 
rather advanced age as a chance finding at roentgen 
examination for some other condition or at autopsy. 
Hamangiomata producing clinical symptoms usually 
occur before the age of twenty-five years, develop 
more frequently in women than in men, and cause 
compression of the spinal cord as the result of 
deformity and compression of the vertebral body, 
hypertrophy of the arch, or the development of an 
epidural angioma. The author reviews fifteen cases 
from the literature which presented symptoms of 
compression of the spinal cord. In none was an 
exact clinical or roentgen diagnosis made. In the 
majority the diagnosis was tumor of the spinal cord. 
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Today, because of the refinement of roentgen 
technique which prevents scattered radiation, a 
correct diagnosis should be possible from the 
roentgenogram as the findings are characteristic. 

In cases with symptoms of compression of the 
cord laminectomy is indicated. The operation is 
associated with risk because of the copious bleeding 
which occurs when the process involves the vertebral 
arch. In cases without symptoms in which the 
hemangioma is found accidentally, treatment with 
radium or the roentgen rays should be tried, par- 
ticularly if the patient is a young woman. 


Nathan, P. W.: The Differential Diagnosis and the 
Treatment of Acute Osteomyelitis of the Upper 
End of the Femur Involving the Hip Joint. 
Surg., Gynec. & Obst., 1932, liv, 52. 

Since.1908 Nathan has seen more than 200 cases 
of acute osteomyelitis of the upper end of the femur 
involving the hip joint. In that year he began a 
study of the condition to formulate more definite 
signs for the differential diagnosis and more definite 
indications for the treatment of the disease so that 
disability, deformities, long-continued suppuration, 
and chronic invalidism might at least be mitigated. 
He has had an excellent opportunity to compare the 
results obtained on the general services of large 
hospitals with those obtained when surgical measures 
were combined with adequate orthopedic measures. 

In acute suppurative osteitis, operation is urgently 
required and often must be carried out at the earliest 
possible moment. An early diagnosis is therefore 
essential. In spite of the increasingly great refine- 
ments of roentgen technique, it is still impossible to 
demonstrate bone changes in any form of osteo- 
myelitis during the early stages of the condition. 
The bone changes appear in the roentgenogram only 
when the disease is well advanced, and those of the 
various forms of primary osteitis appear no earlier 
than those due supposedly to secondary invasion of 
the articulating bones from a primary synovial 
infection. 

Synovial coxitis very frequently develops as a 
complication of general infection and in young 
children. According to Nathan’s experience, the 
primary focus of all metastatic joint infections is in 
the bone marrow. 

Nathan believes that the acute atrophy of the 
carpal and tarsal bones which is often found in 
gonorrhoeal arthritis of the wrist and ankle is due 
to bone infection. Formerly, the use of plaster-of- 
Paris spicas in the treatment nearly always resulted 
in relief of the characteristic intense pain which 
practically always prevented movement in the 
joint. 

The author reports sixteen cases of coxitis. He 
states that in the great majority of his cases in which 
the condition developed as a complication or sequela 
of some other disease it occurred in association with 
mastoiditis. He has had 23 such cases. 

_ He believes that all cases of acute coxitis develop- 

ing as a complication or sequela of general infection 
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are cases of metastatic bone infection, and that the 
joint infection is always secondary to a lesion of 
bone. 

He is of the opinion also that the more serious 
forms of what was formerly believed to be a malig- 
nant form of synovial coxitis of cryptogenetic origin 
are of the same nature, the primary focus being 
metaphyseal or epiphyseal. 

Nathan advises treating all cases of acute coxitis 
conservatively, by mechanical rather than surgical 
means. Only under exceptional circumstances has 
he been compelled to open and drain an abscess 
leading to the hip joint. 

He believes that a staphylococcic infection of the 
hip joint, even when the disease has invaded the 
interior of the joint, is a much milder condition 
during early infancy than later in life, and that 
staphylococci are more frequently responsible for 
coxitis in childhood and adolescence than are 
streptococci or pneumococci. 

Nathan divides cases of osteomyelitis into 2 
classes: (1) the streptococcic and pneumococcic 
forms, and (2) the staphylococcic forms. 

Puitie Lewin, M.D. 


Bistolfi, S.: A Contribution to the Study of Para- 
condylar and Para-Epicondylar Ossification of 
the Knee (Contributo allo studio delle ossificazioni 
traumatiche paracondiloidee e paraepicondiloidee 
del ginocchio). Arch ital. di chir., 1931, XXx, 233. 

The author discusses traumatic paracondylar and 
para-epicondylar ossification of the knee on the 
basis of seventy-eight cases which he reports in 
detail with roentgenograms. 

The trauma causing such ossification is usually 
mild. It may be direct or indirect. In the direct 
contusion all of the tissues between the skin and 
the bony condyle are injured, an extravasation of 
blood probably ensues, and the subsequent organiza- 
tion of the damaged tissue and blood may lead to 
bone formation by metaplasia or enchondral os- 
sification. In rare cases a small spicule of cortex 
separated from the bone may form the nucleus of 
the new bone formation. 

Torsion of the knee may result indirectly in 
trauma to the epicondylar regions through the action 
on the ligaments and tendons and the defensive 
contraction of the muscles inserted in these regions. 
Such torsion is usually a combination of three move- 
ments—abduction or adduction, flexion, and rota- 
tion of the leg. 

Injuries followed by ossification are most common 
on the medial side of the femoral condyles and over 
the points of attachment of the internal lateral 
ligaments or adductor muscles. 

As many patients do not present themselves for 
examination until a few weeks after the injury, it is 
often necessary to differentiate the condition from 
fracture of the medial epicondyle. This may be 
difficult, but in cases of fracture the history usually 
indicates a less severe injury than that occurring 
in cases of distortion of the knee. The differential 
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diagnosis of traumatic ossification from other bony 
growths about the knee is not difficult. 
Treatment by physical measures is usually suc- 
cessful. Even in the most severe cases the disability 
rarely exceeds 5 per cent. Perrter A. Rost, M.D. 


Focke: Fissural Cartilage Degeneration of the 
Patella (Fissurale Knorpeldegeneration der Patella). 
Zentralbl. f. Chir., 1931, p. 2599. 

The author reports four cases of a disease of the 
patella characterized by fraying of the cartilage which 
were operated upon during the last six months. 
In a case with a history of repeated trauma the 
roentgenogram showed a typical change in the patellar 
cartilage characterized by swelling and the formation 
of villi on the posterior surface of the patella. Like 
previous investigators, the author has found micro- 
scopic preparations showing the presence in apparent- 
ly normal cartilage of deep fissures which were 
probably produced by variations in pressure or 
tension. The variations in tension were caused by 
circumscribed foci of softening in the vicinity. 

There is general agreement with regard to the 
morphology and treatment of the condition, but 
a difference of opinion with regard to its cause. On 
account of the often very severe pressure of the patella 
on the underlying tissues, it is possible that the 
disease may be of purely traumatic origin although 
the changes in the cartilage frequently require years 
for their development. The course of the degenera- 
tion may be explained by the relative resistance and 
the very meager regenerating power of the cartilage 
and the peculiar mechanism of the knee joint. Con- 
servative treatment may slow down the destruction 
of the cartilage, but never results in a complete 
cure. 

In the discussion of this report, PELs-LEUSDEN 
warned against too small incisions in arthrotomies 
as they are associated with much greater danger 
of infection than long incisions, particularly when 
considerable exploration is necessary. He cited a 
case of locking of the knee joint caused by buckshot 
in which the shot was found behind the insertion 
of the posterior crucial ligament and its attachment 
to the lateral meniscus only after the crucial liga- 
ments had been severed. Its removal and suture 
of the crucial ligaments with fine silk resulted in 
cure. Especial care must be taken in suturing. 
Folding in of the synovial membrane is not neces- 
sary. Suture of the sectioned anterior fat pad of the 
joint capsule and of the severed aponeuroses and 
tendons between the vastus medialis and inter- 
medius should be done in layers with fine silk and 
followed by continuous suture of the superficial 
fascia with fine catgut, an interrupted suture of 
catgut if the fat pad is thick, and suture of the skin. 

SILVERSKYOLD said that, according to Heyne, 
changes in the cartilage occur in about 50 per cent 
of cases in the fortieth year of life. Alemann found 
them in 33 per cent of men twenty years of age. 
In almost every patient with retropatellar crepita- 
tion this malacia is present with or without arthritis 
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deformans. In most cases the pathogenesis jg 
evidently the key to the pathogenesis of arthritis 
deformans. As the hyaline cartilage has no blood 
vessels, the central portion of the patellar cartilage 
is nourished most poorly. It is here that the changes 
begin. In advanced cases a natural healing tendency 
is manifested by hyperemia in the synovial mem- 
brane around the patella. A mechanical peripatellar 
synovitis manifested by sensitiveness to pressure 
at this point develops. The synovitis may increase, 
involve the entire synovial membrane, and become 
exudative. Characteristic of this is an intermittent 
hydrops occurring after severe exertion. In such 
cases of long duration the condition may become 
chronic and result in thickening of the capsule. The 
marginal synovitis and thickening and the gradual 
formation of osteocartilaginous deposits at the edge 
of the patella represent an unsuccessful tendency 
toward healing. With this change the condition 
becomes arthritis deformans. The fissural degenera- 
tion of the cartilage never heals with hyaline cartilage 
and is never followed by good anatomical results. The 
patient complains first of cracking of the knee and 
later of decreased endurance, pain in the knee after 
prolonged sitting, weakness of the quadriceps, pain 
on deep flexion of the knee, and stiffness. In mild 
cases the treatment consists of the avoidance of 
severe and unusual exertion, and in moderately 
severe cases in more rest and the temporary applica- 
tion of a cast to the knee joint. In others, only 
operation is to be considered. The operation in- 
dicated is excision of the diseased parts and clipping 
off of the exostoses from the edge of the patella. 
In all of the ten cases which Silverskyéld treated 
surgically the operation was followed by improve- 
ment. 

Er said that Laiwen considered removal of the 
patellar cartilage an early operation in the treatment 
of arthritis deformans. Arthrotomy is indicated 
only when conservative treatment has failed and 
there is danger of atrophy of the quadriceps from 
lack of function. It is contra-indicated in the cases 
of patients of advanced age. Erb is particularly 
careful with regard to operation in cases in which 
the condition is a sequela of trauma. He states that 
free joint bodies in arthritis deformans are not in 
themselves an indication for operation; their surgical 
removal is necessary only when they cause symp- 
toms. Erich Hempet (Z). 
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Bérard, F.: Arthrodesis of the Hip in Coxalgia 
(Arthrodése de la hanche dans la coxalgie). Bull. 
et mém. Soc. nat. de chir., 1931, lvii, 1594. 


Bérard reviews fifteen cases of coxalgia operated 
upon by him in the period from 1929 to 1931 on 
the services of Nové-Josserand and L. Bérard. 
Eight of the patients were adults. The cases are 
reported in detail. They represented old coxalgias 
in which the lesions were cicatrized and surgical 
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treatment was necessitated by the sequel, coxalgias 
in the stage of evolution in adults, and quite old 
coxalgias in children, in which the lesions had not 
quite cicatrized or were in the last stages of evolu- 
tion. The operations performed were of the follow- 
ing types: 

1. Para-articular arthrodesis with a tibial graft 
joining the trochanter and the iliac wing at a dis- 
tance from the lesion, like the technique used by 
many others, Albee and Kappis in particular. 

2, Juxta-articular arthrodesis with a graft or 
iliac flap brought down into contact with the un- 
opened joint capsule, very much like the technique 
used by Mathieu and Wilmoth. 

3. Mixed arthrodesis consisting of intra-articular 
and extra-articular arthrodesis in which an iliac 
graft is brought down onto the denuded and fresh- 
ened neck after opening of the joint. 

In para-articular arthrodesis, Bérard employs the 
technique used at Berck. An incision is made par- 
allel with the gluteal fibers from the iliac crest to 
the base of the trochanter, and a small flap with a 
superior attachment is cut in the upper part of the 
crest of the ilium. Frontal section of the trochanter 
is then done and a small piece with an external 
pedicled base is detached. Next, a tibial graft cor- 
responding in length to the previously ascertained 
trochantero-iliac distance is cut with the electric 
saw and placed between the perforated iliac wing 
and the detached trochanter. Muscular, aponeurotic, 
and cutaneous suture is then done. 

The author emphasizes especially the importance 
of careful trochanteric insertion of the graft as it is 
at the trochanter that pseudarthrosis is to be 
feared. He always re-inforces this rigid insertion 
with a small osteoperiosteal flap. In one case he 
introduced two tibial grafts between the trochanter 
and the iliac wing, but the result was unfavor- 
able, pseudarthrosis necessitating further interven- 
tion. 

For juxta-articular arthrodesis, Bérard uses the 
technique of Mathieu and Wilmoth with certain 
modifications. In the cases of thin patients he uses 
the Smith-Petersen incision without section of the 
body of the tensor fascie late as is done by Mathieu 
and Wilmoth. In obtaining the graft he cuts the 
lateral portions with the electric saw as in this 
way the cutting is done more regularly and rapidly 
and causes less shock. After replacing the detached 
trochanter he formerly fixed it with a nail, but he 
now employs chromic catgut as he found that the nail 
acted as a foreign body and tended to cause abscess 
formation. 

For mixed arthrodesis Bérard uses the technique 
described by Sorrel. However, he prefers the Smith- 
Petersen incision, with or without inferior débride- 
ment and section of the tensor fascie late, to the 
incision of Ollier. 

Especially in the cases of children, in whom the 
shock from prolonged intra-articular manipulations 
is often marked, poor position of the femur should 
be corrected at a second operation. 
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Before an operation for coxalgia the coagulation 
time of the blood should be determined, and if it is 
abnormal calcium chloride should be administered. 

In twelve of the author’s cases the operation was 
performed under ether anesthesia, and in three 
under spinal anesthesia. 

Immediately after the operation, while the pa- 
tient was still asleep, the pelvis and lower limb were 
immobilized in plaster. In the third or fourth 
month this was replaced by a shorter cast extending 
to the knee or calf, and three months later (six 
months after the operation) the patient was allowed 
to begin to walk. Even then the hip was immobilized 
by a short cast for several months to protect the 
graft. After a mixed arthrodesis done for sequel 
it is not necessary to immobilize as long as after a 
para-articular arthrodesis for coxalgia in a state of 
evolution. 

Complete ankylosis was obtained in thirteen of 
the author’s cases—in twelve in less than six months, 
and in one in seven and a half months. In two cases 
there was incomplete ankylosis with pseudarthrosis 
of the graft. In one, the pseudarthrosis occurred at 
the trochanteric insertion of the graft, and in the 
other at the iliac insertion and in the midportion. 

Each procedure has special indication. For 
sequele of coxalgia which had been operated upon, 
Bérard performed a juxtaarticular arthrodesis by 
the method of Mathieu and Wilmoth in four cases 
and a mixed arthrodesis in five. He prefers the 
latter as it gives better and more extensive contact 
of the iliac graft with the bony surface of the joint 
and a more firm and rigid ankylosis. Juxta-articular 
and mixed arthrodeses will always cause a certain 
amount of hemorrhagic oozing which requires care- 
ful attention. Mixed arthrodesis causes greater 
shock and requires greater precautions than para- 
articular arthrodesis. 

For coxalgia in evolution in the adult and coxalgia 
in the end-stage of evolution in children, Bérard 
performed one juxta-articular arthrodesis by the 
technique of Mathieu and Wilmoth and five para- 
articular arthrodeses. In one case in which the 
juxta-articular route was used perforation of a tu- 
berculous focus led to secondary abscess and fistula 
formation. The author has therefore abandoned this 
route for the para-articular operation and the use of a 
tibial graft. The latter procedure gave good results 
in four cases. 

With regard to the general indications for arthro- 
desis in coxalgia Bérard states that in cases of 
healed coxalgia with residual pseudarthrosis a juxta- 
articular or mixed arthrodesis is indicated. In the 
cases of children with coxalgia in a state of evolu- 
tion no intervention should be attempted until final 
developments can be foretold. In the early stages 
a bacillamia is usually present and the bacteria 
might be disseminated by operation. Moreover, the 
coxalgia may be of a type which will respond to 
conservative measures. If the process seems to be 
evolving toward ankylosis, arthrodesis will not be 
beneficial. If pseudarthrosis threatens, arthrodesis 
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may be considered, but only if the patient is in ex- 
cellent condition. In the cases of adults—who have 
better general resistance, but do not respond so well 
locally—intervention is indicated early or in the 
stage of evolution provided there is no abscess or 
fistula. Epitu S. Moore. 


Huard, P., and Montagné, M.: A Non-Shocking 
Procedure for Disarticulation of the Hip (Un 
procédé “‘anti-choc”’ de désarticulation de la hanche). 
Rev. de chir., Par., 1931, 1, 558. 


The four problems to be solved in disarticulation 
of the hip are hemostasis, the prevention of shock, 
facility of execution of the operation, and the use of 
a prosthesis. 

The blood lost includes that which flows from the 
wound and about 750 c. cm. removed with the 
extremity, a loss sufficient to cause a serious dis- 
turbance of the circulation. In the course of the 
operation hemorrhage may occur from three 
vascular pedicles which are joined by anastomoses 
—the femoral, the inferior gluteal, and the obturator 
vessels. Prophylactic ligation of the femoral artery 
alone is insufficient. The Esmarch bandage, even 
when it is applied with the improvements of Volk- 
mann, Pollosson, and Wyeth, is inconvenient. Com- 
pression of the aorta, introduced by Larrey and re- 
introduced by Momburg, is dangerous because of the 
resulting profound disturbance of the general cir- 
culation and the effects of ischemia of the spinal 
cord. Ligation of the iliac artery gives excellent 
hemostasis, but endangers the nutrition of the 
stump and may not be feasible in cases of tumor 
involving the inguinal lymph nodes. 

The method of ligating the vessels as they are 
encountered was first used by Duval (1858) and 
Verneuil (1864). Although technically most difficult, 
it is the method of choice. The procedure used by 
the authors is a modification of Duval’s method. 

The phenomenon of shock, first noted by Otis, 
is one of the chief factors responsible for the gravity 
of the operation. It is due largely to stretching of 
the sciatic nerve when the limb falls after section of 
the posterior muscles. Also of importance is the 
trauma resulting from the dislocation of the head of 
the femur (Stajano, Bennati, and Pertrizzo). To 
prevent shock from these two causes the authors 
inject novocain and section the sciatic nerve early 
in the operation. Asa rule spinal anesthesia cannot 
effect such an anoci-association because it is shocking 
in itself and it often fails to block the sciatic nerve 
roots completely. 

The steps of the operation performed by the 
authors, which are shown in seven plates, are as 
follows: 

A circular skin incision is made four fingerbreadths 
below the genitocrural crease medially. To this is 
added a vertical incision carried downward from a 
point 6 cm. above and 2 cm. anterior to the greater 
trochanter. The posterior flap is formed by section- 
ing the aponeurosis vertically and penetrating the 
plane of cleavage beneath the gluteus maximus. 
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The tendon of the latter is sectioned from above 
downward close to the linea aspera. In this way the 
inferior gluteal vessels and the sciatic nerve are 
exposed. Before the sciatic nerve is sectioned, which 
is done close to its point of emergence beneath the 
pyriformis muscle, it is injected with 2 c. cm. of 
novocain. 

The anterior flap is liberated by dividing the 
muscles individually as they are encountered in the 
vast plane of cleavage anterior to the articulation, 
The superficial femoral vessels are exposed and 
ligated. The artery may be ligated alone and the 
extremity elevated to empty the blood into the 
general circulation. 

Division of the internal and posterior group of 
muscles is then continued. By section of the ad- 
ductor brevis, the obturator vessels and the nerve 
may first be exposed and dealt with in the same 
manner as the sciatic nerve and the gluteal vessels, 

The periarticular muscles remain. The most 
important, the psoas, is sectioned and the incision 
continued into the joint capsule and around pos- 
teriorly, the remaining muscles being cut perpen- 
dicularly. 

In conclusion the authors state that the old rapid 
methods inherited from the time of Lisfranc should 
be abandoned. AvBert F, De Groat, M.D. 


FRACTURES AND DISLOCATIONS 


Roberts, S. M.: Fractures of the Upper End of the 
Humerus: An End-Result Study Showing the 
Advantage of Early Active Motion. J. Am. M. 
Ass., 1932, xcviil, 367. 

The author reviews ninety-six cases of fracture 
of the upper end of the humerus which were treated 
on the Fracture Service of the Massachusetts Gen- 
eral Hospital. These included twenty-six transverse 
fractures of the surgical neck of the humerus, fifty 
comminuted fractures, four fractures of the greater 
tuberosity alone, eight dislocations with fracture 
of the greater tuberosity, five dislocations with 
fracture of the head and neck, and three separations 
of the upper humeral epiphysis. ‘The conclusions 
drawn are summarized as follows: 

1. Classification on anatomical lines is sometimes 
inconvenient and difficult. A division into two 
groups, transverse fractures of the surgical neck and 
comminuted fractures, obviates uncertainty of exact 
location and accords with different lines of treatment. 

2. Fracture of the greater tuberosity is not com- 
mon without associated injury such as an additional 
fracture or a dislocation. Fixation in abduction 1s 
usually sufficient treatment. 

3. In fracture dislocations the most common 
fracture is that of the greater tuberosity. It 1s 
seldom necessary to treat the fracture. When the 
dislocation is reduced the fractured fragment returns 
to normal position. Dislocations with separation of 
the head are difficult problems. They must be con- 
sidered individually and require a guarded prognosis. 
Removal of the head should be avoided if possible. 
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4. In epiphyseal separation, exact reposition is 
necessary. Open operation is therefore often indi- 
cated. When once replaced, the reposition is stable. 

s. Transverse fractures of the surgical neck occur 
in young persons and are prone to displacement. 
Good reposition is necessary and frequently requires 
open operation. Manipulative correction is often 
difficult. 

6. Comminuted fractures occur in elderly persons. 
Displacement is not a feature. Simple fixation 
suffices. Early motion is desirable. 

FREDERICK A, JostEs, M.D. 


Van Gorder, G. W.: Surgical Approach in Old 
Posterior Dislocation of the Elbow. J. Bone & 
Joint Surg., 1932, Xiv, 127. 


Neglected and poorly treated elbow dislocations 
are common in China. The forcible manipulation 
that becomes necessary after about the third week 
renders closed reduction dangerous and usually 
unsuccessful. 

The author has devised an operation in which he 
reaches the posteriorly dislocated joint by a median 
posterior incision 5 in. long. The contracted triceps 
is severed transversely 4 in. above the olecranon. 
This gives access to the posterior surface of the 
humerus where periosteal tearing and bone pro- 
liferation usually take place. Any obstacle to re- 
duction is removed and the arm then carefully 
flexed in the classical manner of reduction. 

Following the reduction a transplant of fascia 
lata or tendon of Achilles is grafted between the 
olecranon and the triceps with the elbow in flexion 
of slightly less than 90 degrees. 

The author reports six cases in which reduction 
was accomplished by this method. In two, the dis- 
location was accompanied by a minor fracture, and 
in one the olecranon had been fractured in an 
attempt at closed reduction. In all cases practically 
normal flexion resulted, but in most of them ex- 
tension was limited from to to 4o degrees. 

Ropert V. Funston, M.D. 


Carp, L.: The Roentgenological Displacements in 
Colles’ Fracture, with Special Reference to the 
Mechanism of the Accompanying Fracture of 
the Ulnar Styloid: A Report of 100 Consecutive 
Cases. Arch. Surg., 1932, XXiv, I. 


The study herewith reported was undertaken to 
determine: (1) the usual roentgenologically demon- 
strable displacements in Colles’ fracture with an 
accompanying fracture of the styloid process of the 
ulna, (2) the practical therapeutic value of such 
information, and (3) the mechanism of fracture of 
the styloid process of the ulna. According to 


Schinz, fracture of the styloid process of the ulna 
occurs in 58 per cent of Colles’ fractures. 

Of the fractures of the styloid process of the ulna 
occurring in the too cases of Colles’ fracture re- 
viewed, almost half occurred at the base of the 
process and 29 per cent occurred with impaction of 
only the fracture of the radius. 
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When the alignment between the lower fragment 
of the radius and the shaft of the radius was dis- 
turbed, a lateral shift, a lateral angulation, or both 
occurred in the fractured styloid process of the ulna. 

A lateral shift of the styloid fragment occurred 
in two-thirds of the cases of impaction of only the 
radius accompanied by fracture of the middle of the 
styloid process of the ulna and in two-fifths of the 
cases of impaction of only the radius accompanied 
by fracture of the tip of the styloid process of the 
ulna. In the cases of impaction of only the radius 
with fracture of the base of the styloid process of 
the ulna there was no shift of the styloid fragment. 

A lateral shift of the styloid process of the ulna 
was more than twice as frequent as a lateral an- 
gulation. 

A medial shift and medial angulation of the 
styloid process of the ulna were rare. 

Fracture of the styloid process of the ulna ac- 
companying simple fracture (without displacement 
or impaction) of the lower end of the radius was 
relatively infrequent, occurring in only 4 cases. 

The author’s conclusions from this study are 
summarized as follows: 

1. In most cases of Colles’ fracture accompanied 
by fracture of the styloid process of the ulna, reduc- 
tion of the displaced lower fragment of the radius is 
necessary to obtain the anatomical realignment 
essential for the best end-results. 

2. A correlation of the roentgen and anatomical 
findings suggests that in the great majority of cases 
the ulnar styloid is fractured at the base by the pull 
of the intra-articular fibrocartilage of the wrist 
joint and at the middle and the tip by the pull of the 
ulnar collateral ligament. It is logical to assume that 
both ligamentous structures may sometimes act 
together to produce a fracture of the styloid process 
of the ulna, especially when fracture occurs in 2 or 
3 places simultaneously. Direct violence probably 
plays a negligible réle in fractures of the styloid 
process of the ulna, although a forceful sudden 
impact of the carpus against the styloid process may 
be the cause of such fractures in a very small per- 
centage of cases. H. EarLe Conwe.t, M.D. 


McMaster, P. E.: Late Ruptures of the Extensor 
and Flexor Pollicis Longus Tendons Following 
Colles’ Fracture. J. Bone & Joint Surg., 1932, xiv, 
93. 

In a review of the literature the author was able 
to find the reports of only twenty-seven cases of late 
spontaneous rupture of the extensor pollicis longus 
tendon following a Colles fracture and no report of 
a case of late rupture of the flexor pollicis longus 
tendon. In this article he reports a case of each 
condition. 

He states that the tendons of the wrist rupture 
only when they are diseased or injured by trauma. 
Excluding suppurative tenosynovitis, the conditions 
predisposing to tendon rupture are tuberculous 
tenosynovitis, gonococcic tenosynovitis, and syphilis 
and tumors of the tendons. The majority of ruptures 
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of tendons of the wrist have been caused by trauma. 
Trauma may sever the tendon or produce a chronic 
tenosynovitis such as drummer’s palsy. 

The author describes the anatomy of the flexor 
and extensor pollicis longus tendons in relation to 
the bones of the forearm and wrist and briefly 
reviews cases of subcutaneous rupture of these 
tendons which have been reported in the literature. 

Late ruptures of these tendons after fracture of 
the wrist are most common after the thirtieth year 
of age, but may occur at any time. They are about 
twice as frequent in females as in males. The 
author reviews the theories regarding their patho- 
genesis. By some, they are attributed to severance 
of the tendon by the bone fragments at the time of 
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the fracture; by others, to a disturbance of the blood 
supply; by a third group, to involvement of the 
tendon in adhesions or callus; and by a fourth group, 
to fraying of the tendon caused by continued 
rubbing on sharp bone edges. 

The only symptom common to all cases is inability 
to extend the thumb, but a few patients have stated 
that they felt something snap at the wrist. There 
has been no report of pain associated with the 
rupture. In the author’s two cases the tendons were 
found divided at the level of a prominence on the 
subjacent bone. Suture was followed by a good 
functional result. 

The article is supplemented by a bibliography of 
twenty-five references. C. G. Suearon, M.D. 
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BLOOD VESSELS 


Barcaroli, I.: Experimental Studies of the Changes 
in the Musculature of Arteries Following Their 
Ligation (Ricerche sperimentali sulle modificazioni 
delle arterie a tipo muscolare in sequito a legatura). 
Policlin., Rome, 1931, Xxxviii, sez. chir. 653. 

The author ligated the renal and femoral arteries 
of twenty dogs and studied the changes in the walls 
of the vessels at various intervals thereafter. The 
shortest period of observation was twenty-four hours 
and the longest eight months. Sections were made 
proximal to the site of origin of the renal artery, in 
the immediate zone of the ligature, and in the seg- 
ment proximal to the ligature. 

The findings confirmed the observation of Leriche 
and others that the artery is not obliterated by 
thrombosis, but adapts itself to the new functional 
demands without any important structural changes. 
This was true at least for eight months, the maxi- 
mum period of observation in the experiments 
reported. A decrease in the size of the lumen of the 
vessel resulted only from contraction of the media. 
As the result of this contraction the media appeared 
thickened. 

Thickening of the reticular tissue and hyperplasia 
of the elastic fibers of the media were noted. The 
proliferating endarteritis described by some in- 
vestigators was found, but Barcaroli thinks it was 
secondary to damage of the intima. Thromboses 
occurred following injury to the endothelium in the 
immediate vicinity of the ligature and were for the 
most part non-sclerosing. In the cicatrizing process 
there was a proliferation of mesenchymal undif- 
ferentiated elements from the subendothelial layer 
and from the media, and when the damage to the 
wall produced by the ligature was great, prolifera- 
tion occurred also from the adventitia. Endothelium 
took no part in the reparative process. Regeneration 
of muscular fibers was exceptional. Canalization of 
the obliterated tract was not observed during the 
period of observation. EuGene T. Leppy, M.D. 


Eichenlaub: Studies of the Thrombosis Problem. 
Thoughts of a Practitioner on the Develop- 
ment, Prevention, and Treatment of Throm- 
bosis and Thrombophlebitis (Ein Beitrag zum 
Thromboseproblem. Gedanken eines Praktikers ueber 
Entstehung, Prophylaxe und Therapie der Throm- 
bosen und Thrombophlebitiden). Muenchen. med. 
Wehnschr., 1931, ii, 1737. 


In the author’s opinion, an inferiority of the 
vascular system, particularly of the veins of the 
lower extremities, is the most important cause of 
thromboses. Predisposing causes are cardiac in- 
sufficiency, an injection, or traumatic injury of a 
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vein. The inferiority of the cardiovascular system 
may be due to a certain constitutional change 
resulting from the great physical and mental strain 
suffered by the German people during the war and 
the post-war period. Eichenlaub attributes the 
increase of thromboses also to the high potassium 
and acid content of the diet of the German people, 
which may be due, among other causes, to artificial 
fertilization of the crops. He believes that in the 
production of embolism the antagonistic effects of 
calcium and potassium on the sympathetic nervous 
system may play an important rdéle. 

For the prophylaxis and treatment, Eichenlaub 
recommends the use of compression bandages, as 
does Fischer. As a prophylactic measure before or 
after operation or child-birth, he uses bandages of 
elastic adhesive to which rivanol is added to prevent 
skin infection. In addition, he prescribes active and 
passive movements carried out as long as the patient 
remains in bed. When thromboses are already 
present in the leg or thigh, the patient may be 
allowed to be up and about at once provided the 
proper degree of compression is used. When bed 
rest and elevation of the leg are necessary, as in 
cases of thrombosis extending above the groin, large 
intramuscular or intravenous injections of calcium 
combined with strontium are of value. For infectious 
thromboses, Eichenlaub recommends the adminis- 
tration of quinine, pyramidon, or sodium salicylate 
combined with thigenal packs and followed, at the 
proper time, by the application of compression 
bandages. GEBELE (Z) 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Vasiliu, T.: The Etiology and Pathogenesis of Lym- 
phogranulomatosis As Determined from an Ex- 
perimental Study (Conception étiologique et 
pathogénique de la lymphogranulomatose tireé de 
étude expérimentale). Ann. d’anat. path., 1931, 
vill, 815. 

Tuberculosis is frequently associated with lymph- 
ogranulomatosis. Animals that are sensitive to 
tuberculosis may give a positive reaction to inocula- 
tions even when microscopic study of the inoculated 
lymph gland fails to reveal Koch bacilli. It is pos- 
sible, with inoculated material, to produce a granu- 
lation tissue which resembles lymphogranuloma very 
closely. Occasionally such lesions have been pro- 
duced with filtrates of tuberculous virus and in very 
rare instances with pure cultures. The results of 
experiments carried out to determine the etiological 
importance of other organisms have not been con- 
vincing. 

From a study of the literature and the replies to 
questionnaires which were sent to leading patholo- 
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gists, the author has arrived at the conclusion that 
the cause of lymphogranulomatosis has not been 
established, but that a relationship of tuberculous 
virus to the condition cannot be ruled out. 

Geza bE TAKats, M.D. 


Favre, M., and Croizat, P.: The General Charac- 
teristics of Malignant Granuloma As Deter- 
mined by Anatomicoclinical Study (Caractéres 
généraux du granulome malin tirés de son étude 
anatomo-clinique). Ann. d’anat. path., 1931, viii, 
838. 

Malignant granuloma is a disease not only of 
lymphoid tissue, but also of mesenchymal tissue in 
general, including the reticulo-endothelial system. 
It produces a remarkably active reaction of the 
connective tissue, bringing out undifferentiated cells. 
These embryonic and partly blood-forming elements 
may then undergo certain incomplete differentia- 
tions. The histological aspect of malignant granu- 
loma is extremely variable, as if it depended on the 
local action of a virus which is present in increasing 
or decreasing amounts and may sometimes disap- 
pear. The changing reactions do not have the con- 
tinuity, the uniformity, the expansion, or the ir- 
reversibility of a neoplasm. Side by side with in- 
flammatory reactions are supposedly neoplastic 
cells, the cells of Sternberg, which the authors believe 
to be a differentiated form of histioblast. 

Malignant granuloma is therefore of an inflam- 
matory nature, but constitutes a borderline condition 
between inflammation and neoplasm. It is not only 
a histological entity, but also a clinical entity. The 
attacks of enlargement of the lymph glands ac- 


companied by generalized pruritus and a continuous 
rise in the temperature are very characteristic. 

The authors report a case in which a needle prick 
in the popliteal fossa was followed by the formation 
of a tumor the size of a small nut which broke down 
rapidly. On its complete excision the neoplasm was 
found to be a typical malignant granuloma. Never. 
theless, after twenty years there was no local re. 
currence or general invasion. 

GEZA DE TAKATS, M.D, 


Holmes, G. W.: Lymphoblastoma: Some Obserya- 
tions on Its Diagnosis and Treatment. Med. 
Clin. North Am., 1932, xv, 887. 


The term “lymphoblastoma”’ is applied to such 
conditions as lymphosarcoma, Hodgkin’s disease, 
and malignant lymphoma. These may be manifested 
in various ways. Frequently the symptoms are 
gastro-intestinal or urinary. As a rule there is a 
loss of weight. The disease must be differentiated 
from tuberculosis. Biopsy should be done and the 
possibility of associated tuberculosis must be borne 
in mind. 

The author reports in detail two cases of retro- 
peritoneal tumor, a case of mesenteric tumor, and 
a case of tumor of the neck which failed to respond 
to treatment because of the presence of tuberculosis. 
Except for a secondary anemia, the blood picture 
was not significant. The treatment consists of high- 
frequency X-ray irradiation with a dosage that will 
not cause a sudden increase in the size of the tumor. 
Palliation is all that may be attempted, but the patient 
may be made comfortable for a long time. 

WILirAM J. Pickett, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Band, D., and Hall, I. S.: Postoperative Massive 
Collapse of the Lung. A Clinical and Experi- 
mental Study. Brit. J. Surg., 1932, xix, 387. 


Following a review of the literature on post- 
operative massive collapse of the lung the authors 
report four cases and their own investigations 
regarding the condition. 

Theories of the origin of atelectasis fall roughly 
into four groups: (1) those which postulate an 
active process in the lung, probably of reflex nervous 
origin; (2) those in which posture is considered the 
most important factor; (3) those in which the es- 
sential factor is believed to be the absorption of air 
below an obstruction such as would be formed by 
a plug of mucus; and (4) those attributing the con- 
dition to diaphragmatic paralysis. 

The authors’ investigations were carried out on 
dogs. The animals were divided into nine groups 
and in each group a different procedure was followed. 
In all of the groups the respiratory tract was studied 
with the bronchoscope and the X-ray and occa- 
sionally by postmortem examination. Narcosis was 
induced by the subcutaneous injection of sodium 
amytal and morphine in such a dosage that the 
cough reflex was abolished and the dogs regained 
consciousness completely within three or three and 
a half hours after the injection. The nine procedures 
used were as follows: 

1. Simple laparotomy. 

2. Bronchoscopy and bacteriological examination 
of the bronchi of normal dogs. 

3. Bronchoscopy and the introduction into the 
right bronchus of gum acacia of varying degrees 
of viscosity. 

4. The bronchoscopic introduction of a_ solid 
foreign body into the lumen of the right bronchus. 

5. Laparotomy combined with the bronchoscopic 
introduction of gum acacia into the lumen of the 
right bronchus. 

6. The bronchoscopic introduction of gum acacia 
of low viscosity followed by strapping of the chest. 

7. The introduction of gum acacia of a viscosity 
similar to that of the bronchial content obtained 
from a patient suffering from massive collapse, 
followed by the application of adhesive strapping 
to the lower ribs. 

8. Exposure of the right phrenic nerve in the 
neck, a study of the effect of electrical stimulation, 
and avulsion of the nerve. 

_ 9. The bronchoscopic introduction of gum acacia 
into a previously phrenicectomized animal. 

In the experiments in which the fourth procedure 
was used the foreign body was promptly coughed up 
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In those 
in which the third, fifth, and sixth procedures were 
used, areas of lobular collapse were found in the 


when the animal regained consciousness. 


lung. In those in which the seventh and ninth 
procedures were employed characteristic massive 
collapse of the lung was produced. 

Therefore, three factors acting in combination 
were necessary for the experimental production of 
massive collapse of the lung; (1) an intrabronchial 
content of definite viscosity, (2) abolition of the 
cough reflex, and (3) limitation of respiratory move- 
ment. The intrabronchial content of definite 
viscosity was provided by the gum acacia solution. 
The cough reflex was abolished by narcosis. Res- 
piratory movement was limited by adhesive strap- 
ping of the lower chest or diaphragmatic paralysis. 
These conditions often occur clinically in association 
with inhalation or spinal anesthesia and postopera- 
tive dressings, position, or distention. Measures 
should be taken to decrease or eliminate their dan- 
ger. One of the best methods, and most important 
in treatment, is the use of carbon dioxide-oxygen 
mixtures at the end of anesthesia and at intervals 
after the operation if there is any tendency toward 
shallow respiration. If cough is ineffective, bron- 
choscopy should be used. FRANK B. Berry, M.D. 


Nicolaysen, J.: Postoperative Thrombosis and Em- 
bolism (Postoperative Thrombose und Embolie). 
Acla chirurg. Scand., 1931, \xix, 21. 


In Norway the frequency of thrombo-embolism 
after operation is 1.53 per cent and the incidence of 
death from pulmonary embolism o.14 per cent. 
After fractures, the incidence of thrombo-embolism 
is 1.9 per cent and the mortality 0.27 per cent, and 
after ligation the incidence of thrombo-embolism 
is 1.48 per cent and the mortality 0.06 per cent. 

Thrombo-embolism is equally frequent in men 
and women, but fatal embolism is about four times 
as common in men as in women and thrombosis is 
twice as common in women as in men. 

Thrombo-embolism usually develops from six to 
ten days after operation, but the curve of frequency 
shows a rise on the first, second, and thirteenth 
postoperative days. When no sign of embolism 


‘has appeared three weeks after an operation there 


is practically no further danger of death from this 
condition. 

While the season of the year is of practically no 
importance in the frequency of thrombo-embolism, 
the condition is slightly less frequent in the summer 
than in the other seasons. 

Thrombosis was clinically demonstrable in only 
25 per cent of the 181 cases of embolism reviewed 
by the author, and in 14 per cent of these it was 
discovered only after the embolism. 
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Thrombo-embolism occurs chiefly after certain 
types of operations which are known to be asso- 
ciated with danger of embolism—laparotomies, 
operations for hernia, operations on the bladder 
and the prostate gland, surgical removal of the 
breast, evacuation of the uterus, and operations for 
infected abortion. 

It generally increases in frequency with age and 
reaches its maximum incidence between the ages of 
fifty and fifty-nine years. The importance of age 
is due apparently to a beginning impairment of the 
regulating capacity of the vascular system whereby 
the immediate recovery of normal circulation is 
delayed. 

The author studied the blood changes arising 
after operation, especially the increase of non- 
protein nitrogen. These changes occur in young as 
well as old persons. but differ with the nature of the 
operation and are most marked after operations 
associated with the danger of embolism. 


Hosoi, K.: Pulmonary Embolism and Infarction. 
Ann. Surg., 1932, xcv, 67. 

The author reviews a series of sixty-four cases of 
pulmonary embolism with or without infarction 
which came to autopsy at the Albany Hospital, 
Albany, New York, in the period from 1921 to 1920. 
These included twenty-five cases of postoperative 
embolism, three cases of post-traumatic embolism, 
and thirty-six medical cases of embolism. 

Sex did not seem to be of importance in the incid- 
ence of the condition, but age was evidently a factor 
as the frequency of embolism increased very rapidly 
after the fortieth year. Trauma occurring at the 
time of operation did not seem to be important, but 
infection increased the danger. After general sur- 
gical operations the incidence of embolism was 0.09 
per cent, and after gynecological operations it was 
0.08 per cent. 

In 64 per cent of the cases the condition developed 
within two weeks after the operation. The duration 
of symptoms from the onset of the embolism to 
death varied up to ten days, but 80 per cent of the 
patients died within three days. In the cases of 
medical embolism the duration of symptoms was 
longer (as long as twenty-seven days), probably be- 
cause of the greater frequency of smaller emboli 
occurring sometimes in showers. Only about one- 
third of the deaths occurred within three days. 

Forty-two per cent of the postoperative emboli 
lodged in the lower lobes of the lung. The right 


lower lobe was involved twice as often as the left: 


lower lobe. Another 42 per cent of the postoperative 
emboli lodged in the main pulmonary artery or in 
one or both of its two main branches, most frequently 
the right. In the cases of medical embolism, the less 
massive emboli were able to reach the smaller 
branches of the pulmonary artery. In 64 per cent of 
the cases the lower lobes were involved, but contrary 
to postoperative infarction, medical infarction oc- 
curred more often in the left lower lobe than in the 
right lower lobe. 
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Manifest infection was present in only 32 per cent 
of the postoperative cases and in 50 per cent of the 
medical cases. 

The author reports three cases in detail. 
were believed to be of traumatic origin. 

WrtraM J. Pickert, M.D. 


Two 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Ernst, W.: Late Tetanus from Dull Trauma Four- 
teen Years After a War Injury (Spaettetanus 
durch stumpfes Trauma ueber 14 Jahre nach der 
ursaechlichen Kriegsverletzung). Wien. klin. 
Wehnschr., 1931, ii, 1308. 

The patient whose case is reported sustained 
injuries of the left hand in the explosion of a dyna- 
mite bomb in 1916. In 1931, six days after contusion 
of the same hand, severe tetanus developed. In the 
cleaning of the wound, small pieces of pasteboard, 
in which tetanus bacilli were demonstrated on 
bacteriological examination, were removed. It could 
not be determined whether a prophylactic injection 
of serum had been given immediately after the 
injury. STEFAN Kartat (Z). 


Milgram, J. E.: Surgery of Suppuration in the 
Fascial Spaces of the Thigh. J. Am. M., Ass., 
1932, XCVili, 117. 

Milgram describes the anatomy of the fascial 
spaces of the thigh and discusses the pathogenesis, 
complications, and treatment of suppurating in- 
fections in these compartments. 

There are two large compartments in the thigh, 
an anterior and a posterior compartment which 
communicate over the great trochanter under the 
vaginal fascia. 

The important structures immediately beneath 
the floor of the anterior compartment are the anter- 
ior femoral nerve and the great artery and vein. 

The structure of the most interest in the floor of 
the posterior compartment is the great sciatic 
nerve. 

Several bursa have easy access to the compart- 
ment. Chief among these is the large, deep tro- 
chanteric bursa which lies between the vaginal fascia 
above and the greater trochanter below. 

The popliteal space belongs in a special sense to 
the leg and not to the thigh. 

Infections of these spaces may be of hematogen- 
ous origin, as in infected hematomata of the com- 
partments, diabetic cellulitis, and embolism after 
operative procedures, or introduced directly, as dur- 
ing medication and by extension of purulent foci. 

Complications are intercompartment extension, 
persistent drainage, involvement of the contents of 
the spaces, and scarring of the walls of the spaces. 

Treatment requires: (1) accurate pre-operative 
localization of the primary focus, (2) efficient drain- 
age of the primary focus, (3) efficient drainage of 
involved compartments, and (4) rest. 

ELIZABETH CRANSTON. 
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SURGICAL TECHNIQUE 


ANZSTHESIA 


Davis, L., Haven, H., Givens, J. H., and Emmett, 
J.: The Effects of Spinal Anzsthctics on the 
Spinal Cord and Its Membranes. J. Am. M. 
Ass., 1931, XCvii, 1781. 

Using a technique of administration similar to 
that employed in the induction of spinal anesthesia 
in man, the authors studied the effects of the newer 
spinal anesthetics—spinocain, gravocain, scurocain, 
and nupercain—on the spinal cords and membranes 
of dogs. The only untoward clinical manifestations 
noted were convulsive seizures in the cases of the 
animals receiving a large dose of spinocain. Five 
animals died within twenty-four hours after the in- 
jection of the anesthetic. 

Sections from the cervical, dorsal, lumbar, and 
sacral regions of the cords were studied micro- 
scopically. The most constant change noted was 
an inflammatory reaction in the arachnoid with 
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thickening of the membrane and collections of 
proliferated arachnoidal cells and plasma cells in 
the interstices of the membrane in the lumbar and 
sacral regions. In the animals killed from thirty 
to ninety days after the injections fibrotic scarring 
of the arachnoid was discovered. 

In all of the cords studied, passive changes of a 
retrograde or wallerian type in the ganglion cells 
in the lower levels and swelling and fragmentation 
of the axis cylinders of the anterior roots were found. 
These changes were apparently not permanent. The 
fiber tracts of the cords studied from twenty to 
thirty days after the injection of the anesthetic 
solutions showed evidences of Marchi degeneration. 

In in vitro and hemolysis experiments the authors 
found that the spinal anesthetics studied are 
hemolytic as well as myelolytic and apparently act 
on the myelin of the nerve fibers as well as on the 
lipoids of the red blood cell membrane. 

HAte A. Haven, M.D. 








ROENTGENOLOGY 


Gager, L. T., and Speer, A. J.: The Roentgen Treat- 
ment of Agranulocytosis. Am. J. Roentgenol., 
1932, XXVii, 40. 

Since Friedemann first called attention to the 
good results to be obtained by roentgenotherapy in 
agranulocytosis, reports in favor of this treatment 
have become increasingly more frequent. The 
authors cite Taussig’s analysis of 340 cases in which 
the mortality was 79 per cent in the group as a whole, 
whereas in 80 cases treated by irradiation of the 
long bones it was only 53 per cent. In 49 cases 
treated by transfusion, the mortality was 69 per 
cent, in 31 treated with neoarsphenamin it was 77 
per cent, and in 172 treated by other methods it was 
75 per cent. 

To show the value of roentgen irradiation in 
recurrent attacks as well as the primary attack, the 
authors report in detail a case in which the blood 
showed a total absence of granulocytes on 4 occa- 
sions within a period of ten weeks and roentgen 
irradiation was the sole specific method of treat- 
ment. They are convinced that the timely use of 
the irradiation was the deciding factor in the re- 
covery from the 4 crises. A good result was obtained 
also in another case which is cited only briefly. The 
authors believe that these results offer unequivocal 
evidence of the specific value of roentgen irradiation 
in stimulating the production of granulocytes and 
of the vital importance of these cells to the body. 

Avo en Hartune, M.D. 


Schubert, E. von: The Treatment of Carcinoma 
with Extremely Hard Roentgen Rays (Ueber 
Carcinomtherapie mit extrem harten Roentgen- 
strahlen). Sérahlentherapie, 1931, xlii, 136. 


The author discusses the Coutard irradiation 
which was reported upon from the Kiel and Wuerz- 
burg Clinics at the Roentgen Congress. Schroeder 
of Kiel has used the method in forty cases. In order 
to obtain an irradiation with the hardness of radium 
irradiation it would be necessary to use a roentgen 
apparatus with a tension of from 1,000,000 to 
2,000,000 volts. Up to this time, the highest 
tension attained has been from 400,000 to 600,000 
volts. 

Schubert reports on the apparatus at the Gyne- 
cological Clinic of the Charité Hospital and on his 
experiences. He has been able to apply 2,000 R. 
in ten days to a skin area several times without 
causing injury to the skin or the intestine. In one 
case he gave 3,000 R. in twenty days, and in another 
case 4,000 R. in fourteen days. In both cases, dark 
redding of the skin was followed by shedding of the 
epidermis. E. Zweire (G). 
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Scholz, T.: The Application of Roentgen Radiation 
to the Barium-Filled Stomach: A Contribution 
to the Radiation Treatment of Inoperable Gas- 
tric Tumors. Radiology, 1932, xviii, 269. 


At the present time the majority of roentgen 
therapeutists of wide experience do not favor ir- 
radiation of inoperable gastric carcinomata. Ex- 
perience with the use of both medium-voltage and 
high-voltage rays dating back to 1915 led the author 
to abandon roentgen treatment of gastric carcinoma 
in 1922. However he again became interested in it 
following Holfelder’s claim in 1923 that some of its 
poor results could probably be ascribed to injury of 
the adrenals caused by the usual technique, and that 
by the use of a technique in which the adrenals are 
protected at least some favorable results might be 
obtained. 

After reading Holfelder’s article, Scholz devised a 
technique in which he determined the exact position 
of the adrenals, the stomach, and the gastric tumor 
with the aid of the X-rays, projected their location 
on the surface of the body, and then directed the 
therapeutic irradiation in such a manner that at 
least one adrenal gland was definitely avoided. It 
occurred to him also that it might be of value to 
increase the local roentgen-ray effect on the gastric 
tumor by applying the irradiation to the barium- 
filled stomach. He reasoned that as barium has a 
larger absorption coefficient than a tumor mass, a 
greater intensity of secondary irradiation would be 
produced in the barium-filled stomach, a greater 
effect would be produced on the adjacent neoplasm, 
the use of high-voltage rays might be rendered un- 
necessary, and the safety of the adrenals and pan- 
creas might be thereby increased. Moreover, in 
many instances the barium-filled stomach would 
almost completely protect the left adrenal. 

Since 1924, he has treated six cases of inoperable 
gastric carcinoma by the method outlined, with ap- 
parently encouraging results. He reports one of them 
in detail. The patient was alive and apparently well 
seven years after the diagnosis was made. The 
diagnosis was confirmed by inspection at operation, 
but not by biopsy. The author’s experience to date 
leads him to conclude that the method is of value 
in bringing on regression of the tumor mass. 

ApotpH HartunG, M.D. 


RADIUM 


Mottram, J. C., and Eidinow, A.: On the Effect of 
Anzemia on the Reactions of the Skin and of 
Tumors to Radium Exposure. Bril/. J. Surg., 
1932, Xix, 481. 

The authors studied the effect of anamia on skin 
and tumor reactions to radium irradiation in exper!- 
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ments on rats. The anemia was produced by remov- 
ing from 1 to 5 c. cm. of blood by cardiac puncture. 
The irradiation was given with 60 mgm. of radium 
in a square applicator. The radium was screened 
with 0.12 mm. of silver when beta irradiation was 
desired, and with 3 mm. of lead in addition to the 
silver when gamma irradiation was desired. 

To determine the effect of anemia on skin reac- 
tions one of the clipped flanks of a rat was exposed to 
the applicator, the animal was then bled, and the 
other flank was then exposed to irradiation. In the 
first experiments beta irradiation was used. In one 
table the authors give the weight of the rats, the 
amount of blood taken, and the time of exposure to 
the irradiation, and in another the time of the 
occurrence of the skin reaction. In one rat, for 
example, a moist surface occurred and the hair fell 
on the thirteenth day after the irradiation on the 
control side, a crust formed on the seventeenth day 
and fell off on the twenty-second day, and the hair 
regrew on the thirty-fourth day. On the side irradi- 
ated after the animal was bled the reaction was 
much less marked; there was no moist surface or 
crust formation, and the hair fell on the fifteenth day 
and regrew on the twenty-eighth day. In all of the 
animals except one the skin reactions were decidedly 
decreased by the bleeding. 

In experiments in which the rats were subjected 
to gamma irradiation the reaction of the skin was 
again reduced by bleeding of the animal. 
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In order to determine whether irradiation on one 
side affected the sensitivity of the skin on the other 
side, rats were irradiated on both flanks without 
being bled between the treatment of the two sides. 
The results given in a table show no difference in 
sensitiveness. A photograph of rats irradiated on 
both flanks—on the left flank before being bled and 
on the right flank after being bled—shows ulcers on 
the left flank and no reaction on the right flank. 

To determine the effect of anwemia on the reaction 
of tumors to radium irradiation both flanks of rats 
were inoculated with small pieces of Jensen’s rat 
sarcoma, the larger of the tumors was subjected to 
beta irradiation, the animal then bled, and the other 
tumor then given a similar irradiation. Subsequently 
the tumors were measured at intervals of a few days. 
Of eighteen rats, eleven showed no decided difference 
in the tumor growth on the two sides. In four, both 
tumors rapidly disappeared, and in the seven others 
the tumors grew at an equal rate. In no case did the 
tumors irradiated after the animal was bled grow 
more slowly than the tumors irradiated before the 
animal was bled. The rate of growth of the tumors 
is shown in charts in which superficial areas in square 
millimeters are plotted against days after the irradi- 
ation. These charts show that in all cases the tumors 
irradiated after the animal was bled grew faster than 
the controls. It is therefore evident that tumors are 
rendered less sensitive to irradiation by anaemia. 
A. James Larkin, M.D. 











CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Ferrer: Sclerosis (Sur la sclerose). Lyon chir., 1931, 
XXVili, 657. 

From a review of the literature and a histological 
study of sclerotic tissue the author comes to the con- 
clusion that sclerosis follows an initial reaction of an 
inflammatory type. It is not a local affection, but a 
general condition which may become localized. The 
collagen which appears in the process of sclerosis is 
produced by coagulation and metamorphosis of 
coagulable substances within the tissues, either 
directly or by the transformation of reticulin fibers, 
also called ‘“‘precollagen.” The coagulation and 
metamorphosis are brought about by the cells of the 
reticulo-endothelial system. The reciprocal action 
exercised on each other by epithelial and connective 
tissue serves normally to regulate the proportion of 
the two. Pathological changes in epithelial tissue fur- 
ther the development of connective tissue and there- 
fore of sclerosis. The more or less early development 
and the intensity of sclerosis depend on the individ- 
ual factor of constitution or diathesis, particularly 
with regard to endocrine equilibrium and the tonus of 
the reticulo-endothelial system, between which there 
is, without doubt, a close functional correlation. 

All processes which increase the coagulability of 
the blood, particularly those accompanied by hyper- 
zmia, further the production of sclerosis. Increased 
coagulability of the blood may be brought about 
either directly or indirectly by stimulation of the 
reticulo-endothelial system, as for instance by the 
administration of lecithins, coagulen, calcium, or 
proteins. Recent experience has shown that irradi- 
ated ergosterin in large doses tends to produce 
sclerosis with precipitation of calcium salts. Becker, 
Levaditi, and others have shown that it may be 
useful in the production of sclerosis in tuberculosis. 
Processes which decrease coagulability prevent or 
defer sclerosis even if they are accompanied by 
hyperemia. Among the best known antisclerogenic 
substances is thiosinamin. Thiosinamin combined 
with sodium salicylate has been given the name 
“fibrolysin.” This substance softens scar tissue 
probably by transforming collagen into a muci- 
laginous substance. 

The causes of sclerosis are generally infectious, 
toxic, or reparative. Hyperemia and exudation are 
more or less evident. The prevention and treatment 
should be based on elimination of the cause and the 
anticoagulating action of certain non-toxic sub- 
stances. These substances should be studied by phy- 
sicians and pharmacologists, and more attention 
should be given to agents designed to modify or pro- 
voke sclerosis. AupreY Goss Morcan, M.D. 
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Delatour, B. J.: Agranulocytic Angina—A General 
Discussion of the Disease and Its Treatment, 
New York State J. M., 1932, xxxii, 1. 

No one factor has been proved the causative agent 
of agranulocytic angina, but it is known that sepsis 
plays an important réle in the development of the 
condition. The portal of entry of the infection ap- 
pears to be usually the tonsils. 

Agranulocytic angina occurs more frequently in 
women than in men. It is characterized chiefly by 
a reduction in the leucocytes and granulocytes and 
ulcerations of the buccal membranes and sometimes 
of the skin, vagina, anus, and intestinal tract. Fre- 
quently also it is accompanied by jaundice. It has 
a high mortality and is of short duration. 

No specific therapy has been found. The author 
recommends blood transfusions begun as soon as 
possible and repeated at intervals of two or three 
days. WILLIAM E. SHACKLETON, M.D. 


Fried, B. M., and Dameshek, W.: Experimental 
Agranulocytosis: Infection of Rabbits with 
Salmonella Suipestifer by Way of the Blood 
Stream. Arch. Int. Med., 1932, xlix, 94. 


Since Schultz’ original description of agranulo- 
cytosis in 1922, the disease has been designated as 
“agranulocytic angina,” ‘‘agranulocytosis,” “‘malig- 
nant neutropenia,” ‘aplastic leucopenia,” and 
“aplastic neutropenia.” Pathological and hemato- 
logical investigations carried out on human material 
have failed to disclose its cause. 

The experiments reported by the authors were 
divided into 2 groups according to the number of 
bacteria injected: (1) relatively small doses, i.e., 
between 200 million and 500 million bacteria, and 
(2) large doses, i.e., between 2 billion and 5 billion 
bacteria. 

The rabbits given relatively small doses developed 
an initial leucopenia and granulocytopenia within 
three hours. This change was soon followed by 
an outpouring of immature granulocytes and, in 
about twenty-four hours, by a marked increase in 
monocytes and histiocytes. The latter frequently 
contained phagocytosed material. After several days 
a lymphocytosis developed. Most of the animals 
died within from four to eleven days after the in- 
fection, but 1 rabbit remained alive after twenty 
days. Postmortem examination of the bone marrow 
showed patchy areas of necrosis with areas of 
proliferation. 

In the experiments in which the rabbits were 
infected with an overwhelming dose of bacteria a 
severe leucopenia and almost complete agranulo- 
cytosis developed rapidly. There was little tendency 
toward regenerative activity on the part of the 
granulocytes, and monocytosis did not develop to 
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any appreciable extent. The animals died usually 
within forty-eight hours after the infection. At 
postmortem examination the bone marrow usually 
showed little evidence of regenerative activity. 

In human beings, agranulocytosis (Schultz) is 
characterized by: (1) clinical signs such as necrosis 


al of the gums, tonsils, buccal and gastric mucosa, 
t. vulva, and vagina; (2) a hematological picture 

showing a decrease in the granulocytes or their 
nt almost complete disappearance from the circulation; 
is and (3) the absence of a haemorrhagic diathesis. 
1€ As its cause is unknown, the condition is classified 
D- with “essential” malignant neutropenia. Schultz 


was of the opinion that agranulocytosis is a disease 


n entity caused by a specific agent with a particular 
y affinity for the myeloid system. Others regard it as 
d a syndrome based on sepsis. Still others have sug- 
S gested that it is a form of allergic inflammation in 
- which the bone marrow is the area of diminished 
S resistance. 

From the clinical standpoint, the cases may be 
r arbitrarily divided into 3 main groups: 
$ 1. Severe cases like those originally reported by 


Schultz. The onset is sudden and associated with a 

chill, high fever, and angina with necrosis. Jaundice 

and albuminuria are frequently present, the blood 
! shows an extreme degree of agranulocytosis, and 
the bone marrow reveals widespread necrosis of the 
leucopoietic system. The disease is rapidly fatal. 

2. Moderately severe cases, in which the disease 
is more protracted and occasionally ends in recovery. 
The blood shows a very marked leucopenia with a 
few granulocytes and very numerous monocytes and 
histiocytes. In the bone marrow, examination re- 
veals numerous monocytes and histiocytes, areas 
of necrosis, and signs of active regeneration of the 
myelopoietic system. Lesions of the mucosa with 
necrosis may or may not be present. 

3. Mild cases in which the disease begins in- 
; sidiously and has a much longer course, the leuco- 
| } penia is less intense, and the number of granulo- 
cytes is higher than in the moderately severe cases. 

The blood smears show a higher percentage of 
| monocytes and macrophages in the circulation, a 
finding which may be regarded as indicative of a 
“recovery stage’ (Schilling). The bone marrow 
shows, in addition to necrosis, a very active power 
of regeneration of the leucopoietic system. Necrotic 
lesions of the mucosa may be absent. The disease 
) usually ends in recovery. 
) The authors conclude that the agranulocytosis 
| resulting from the hematogenous infection of rab- 
bits with salmonella suipestifer presents close re- 
semblances to the agranulocytic angina occurring 
in man. In severe cases of human agranulocytosis 
the reaction corresponds to that of the animals 
receiving overwhelming doses of bacteria, i.e., a 
persistent neutropenia and an intense necrosis of 
the bone marrow without signs of regeneration. 
A close similarity was noted also between the 
“recovery phase” seen in the circulating blood in 
clinical agranulocytosis and that occurring in the 
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circulation of rabbits infected with relatively small 
doses of bacteria, i.e., a marked histiomonocytosis. 
MANUEL E. LicuTeNsteEIn, M.D. 


Conner, H. M., Margolis, H. M., Birkeland, I. W., 
and Sharp, J. E.: Agranulocytosis and Hypo- 
granulocytosis. Arch. Int. Med., 1932, xlix, 123. 


The authors have applied the name “agranulo- 
cytosis” to the condition in which there is a com- 
plete or almost complete absence of granular leuco- 
cytes accompanied by leucopenia and a relative 
increase, but, in most instances, an absolute de- 
crease of lymphocytes. They apply the name 
“hypogranulocytosis” to a condition characterized 
by a less marked reduction in the number of granular 
leucocytes and a well-marked leucopenia, without 
an absolute increase in the number of lymphocytes 
but with a relative lymphocytosis. 

They report fourteen cases in which the blood 
picture was that of agranulocytosis or hypogranulo- 
cytosis. Twelve of the patients came under ob- 
servation at the Mayo Clinic in the last three 
years. 

The first case was undoubtedly one of agranulo- 
cytic angina. The second was a typical case of 
agranulocytic angina except that there was no 
distinct ulceration of the oropharyngeal mucous 
membrane. However, ulcerative cutaneous lesions 
were present on the face and thigh. The third case 
was one of mild agranulocytic angina although the 
neutrophiles were never below 11 per cent of the 
total of 1,000 leucocytes (hypogranulocytosis.) The 
fourth case was also one of agranulocytic angina 
although the condition appeared after operation. 
Case 5 was apparently a case of agranulocytic 
angina as the second attack was especially character- 
istic. Case 6 should probably be classified with 
cases of agranulocytic angina although soreness of 
the throat was not marked and there was no definite 
ulceration. Case 7 was also a case of agranulocytic 
angina. In Case 8 the notable features were marked 
anemia and hypogranulocytosis. Case 9 was prob- 
ably one of mild agranulocytic angina with hypo- 
granulocytosis. In Case to the condition was rather 
closely related to agranulocytic angina. In Case r1 
the hypogranulocytosis did not belong to the group 
of agranulocytic angina. The twelfth patient did 
not have angina and cannot be considered as having 
had agranulocytic angina. The thirteenth patient 
did not have angina. In Case 14 ulcerative gin- 
givitis might have warranted classing the condition 
with agranulocytic angina, but it seems more likely 
that the infection in the sternal and spinal regions 
and in the foot was part of a generalized infection 
due to failure of the bone marrow with resulting 
leucopenia or that the infection cured the leucope- 
nia. 

The characteristic features in the series were 
marked aplasia of the bone marrow and lack of the 
cellular reaction that is usually observed about 
regions of necrosis and infection. The peculiar 
inflammatory reaction seemed to be merely a con- 
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sequence of absence of circulating granular leuco- 
cytes. The most common site for the development 
of focal regions of infection and necrosis was along 
various parts of the digestive tract. In one case 
the submaxillary gland was involved. 

The pathological features were identical in so- 
called “agranulocytic angina” and agranulocytosis. 
In one of the authors’ cases, the latter was associated 
with paratyphoid fever. 

The symptoms differed according to the character 
and intensity of the underlying disease, the situa- 
tion of the principal lesions, and the patient’s 
resistance. 

When the peculiar blood picture is found, a 
careful search for all possible causes should be made. 
Particular care should be given to the diagnosis of 
well-recognized diseases that are associated with 
leucopenia and a great reduction in the granulo- 
cytes. Special attention should be paid also to 
cases in which there is a marked increase in the 
proportion of lymphocytes and monocytes. In 
cases with hemorrhage some dilliculty may be ex- 
perienced in ruling out the various forms of purpura, 
especially purpura hemorrhagica. 

The prognosis is poor in any condition in which 
agranulocytosis develops. Few patients have re- 
covered when the leucocyte count has fallen below 
1,000 per cubic millimeter of blood. 

The treatment has consisted of the intravenous 
injection of leucocytic extract, gentian violet, and 
acriflavine, transfusions, roentgen-ray irradiation, 
and the administration of extract of bone marrow 
and fetal liver. In some cases specific treatment was 
not given. The results of various methods of treat- 
ment were inconclusive. 


Bunnell, S.: Contractures of the Hand from Infec- 
tions and Injuries. J. Bone & Joint Surg., 1932, 
XIV, 27. 

Bunnell states that contractures of the hand usu- 
ally result from infections. The latter may be 
primary or follow traumatic tissue destruction. The 
granulation tissue throughout the hand and forearm 
gradually contracts, binding all of the tissues 
together. The deeper tissues and the area of the 
skin shrink. Frequently the contracting granula- 
tion tissue strangles the blood and lymphatic vessels 
and nerves. An “unsatisfied” tendon not in a tendon 
sheath will grow out and firmly attach itself to the 
surrounding tissues. 

In the treatment of these deformities it is neces- 
sary to correct the contracture and furnish new 
skin. The contracture is overcome by excising or 
severing the deep scar tissue, and good pliable skin 
is substituted for the binding cicatrix by the use of 
tubular pedicled skin grafts. A few months later a 
second operation is performed for repair of the deep 
structures. If the joint capsule is still contracted, 
it is severed or excised in its shortened part. Tendon 
transfers are occasionally indicated. It is better not 
to attempt to replace the original number of ten- 
dons, but to make some tendons do double duty. 


In the plastic repair of the skin the tubular 
pedicle graft furnishes by far the best skin and is 
necessary in contractures due to infections. Wolfe 
grafts are applicable only to superficial cicatrices 
with good subcutaneous tissue. Thiersch skin 
grafts are useful to cover granulating wounds and 
raw areas in fresh wounds to prevent or shorten 
infection and lessen contraction, to supply a tem- 
porary covering of tissues between reconstruction 
procedures, and to cover areas where the quality of 
the skin is not of great importance. 

ELIZABETH CRANSTON, 


Cattell, R. B., and Stoller, L. W.: The Treatment of 
Pilonidal Sinus and Its End-Results. New 
England J. Med., 1932, ccvi, 110. 


The authors review the theories that have been 
advanced to explain the origin of pilonidal sinuses 
and discuss the chief symptoms and the diagnosis 
of such sinuses. 

The only treatment that will effect a cure is 
radical excision of the entire lesion. In the presence 
of acute abscess formation the procedure of choice 
is incision and drainage followed from three to six 
weeks later by complete radical excision. 

In 1929, Lahey described a method of complete 
excision in which a large flap of skin and fat was 
turned in from the side to fill the central defect. In 
the procedure used by the authors the flap to fill the 
central defect is raised by an incision made parallel 
with the side of the greatest defect and 1% in. lateral 
to it. An attempt is then made to close the lateral 
defect transversely after undermining the adjacent 
skin. When complete closure is impossible, the 
wound is packed until it granulates in completely. 

From their results in forty cases the authors 
conclude that the use of a large pedicled flap to fill 
the defect reduces the incidence of recurrence and 
the time required for healing. 

MANvuAL E. LICHTENSTEIN, M.D. 


Degrais, P., and Bellot, A.: Plantar Warts. Advan- 
tages of Radium Treatment (La verrue plan- 
taire. Avantages de son traitement par le radium). 
Presse méd., Par., 1931, Xxxix, 1840. 

Warts of the sole of the foot may produce crippling 
as the result of the severe pain produced by con- 
stant stepping on the lesions. In his efforts to pro- 
tect the warts the patient assumes abnormal posi- 
tions leading to secondary involvement of the 
muscles. Plantar warts may occur in males or 
females at any age. In the cases of children, ill- 
fitting shoes are usually responsible for their develop- 
ment. Besides a predisposition, chronic irritation 
seems to be a contributory factor. It is likely that 
some cases are of bacterial or parasitic origin. The 
warts occur most commonly on the heads of the 
metatarsals and in the region near the heel, but 
sometimes appear on the great toe. A large wart 
may be surrounded by a circle of smaller warts. 
Sometimes only one foot is affected. The lesions are 
usually round and have a diameter of from 1 to 1% 
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cm. In the center of the warts there is a tiny depres- 
sion, and at this peint pressure causes severe pain. 
The surgical removal of a wart leaves a cavity 
which is broader at its base than externally and 
sometimes 2 cm. deep. The authors have had to 
treat numerous cases of recurrence after operation, 
and at a recent meeting where the various methods 
of treatment were discussed were surprised to hear 
no mention of radium. Surgical removal requires 
the induction of local anesthesia which is often 
painful and the sacrifice of a considerable amount 
of tissue which leaves a wound that is slow to heal, 
it confines the patient to his room for two weeks, and 
it gives no assurance against recurrence. Radium 
irradiation is a much better method of treatment. 
It is painless, it causes no inflammation, it has an 
elective action on the lesion without affecting 
healthy tissues, and it is not followed by recur- 
rence. The applications are made at night and left 
on until morning, when the patient is able to resume 
his usual occupation. Pain is usually relieved 
quickly and the wart is cast off by desquamation of 
hyperkeratotic tissue. Final removal may be has- 
tened by a stroke of the curette which, after radium 
treatment, is quite painless. In the use of radium 
treatment in eighty-seven cases, no failure was re- 
corded. Epitu S. Moore. 
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GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Cannon, P. R., Sullivan, F. L., and Neckermann, 
E. F : Conditions Influencing the Disappear- 
ance of Living Bacteria from the Blood Stream. 
J. Exper. M., 1932, lv, 121. 


The authors found that immunized animals were 
able to remove living staphylococci and _ living 
paratyphoid bacilli from the blood stream more 
rapidly than control animals. They attribute this 
fact to a specific active immunization in the former. 
Their studies indicated that bacteria introduced into 
the ear veins of experimental animals pass rapidly 
through the capillary bed of the lungs, extracellu- 
larly and dispersed for the most part, and become 
generalized through the blood stream. They are 
removed from the circulating blood by various 
organs, but especially by the liver and spleen. Their 
removal is brought about apparently by the action 
of the leucocytes and macrophages. Within two 
minutes after their injection into the veins they show 
a morphological change. The change is most distinct 
in the spleen and the liver, the two organs usually 
thought to be most actively concerned with the 
production of immune bodies. 

Louis P. GAMBEE, M.D. 
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